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ABDOMINAL PAIN AND ITS RELATION 
TO NEUROLOGICAL DISEASES.* 


By HOWARD R. MASTERS, M. D., Richmond, Va. 


Associate in Nervous and Mental Diseases, Medical College 
of Virginia. 


But few, if any, of the branches of medi- 
cine are free from concern of the importance 
of abdominal pain in its relation to disease 
of the immediate and remote regions of the 
body. It is my purpose, briefly, to discuss the 
neurological and associated conditions as re- 
lated to abdominal pain. 

No other organic disease causes more dis- 
tressing pain than the gastric crises of tabes 
dorsalis, nor are there many conditions in 
which the symptoms present greater pitfalls 
of diagnosis to the surgeon. Inquiry into the 
past history of the patient regarding specific 
infection, an examination of his station, of his 
deep and pupillary reflexes and his coordina- 
tion might prevent an operation and serve the 
individual to a better purpose. A negative 
blood and spinal fluid Wassermann does not 
of necessity preclude tabes and associated gas- 
tric pain, for if clinical symptoms are present, 
it is not impossible to obtain a positive test 
with some form of provocative treatment. 
Gall-bladder, common bile duct, ureter and 
bladder crises occur, as well as gastric crises, 
though they are comparatively rare. The pain 
is similar to that in the diseases of these or- 
gans yet the causative factor may be diagnosed 
with the tests mentioned above. The pain of 
the tabetic crises may be dull and continuous, 
but the type usually met with is accompanied 
by severe lancet like pains with nausea, vomit- 
ing and sometimes diarrhoea. Morphine in 
large quantities will bring relief, but it should 
be administered with precaution as the liability 
of addiction with this type of patient is great. 

Certain orthopedic conditions cause spinal 
cord and root irritation from pressure. Of 
these spinal arthritis is the most common and 
not infrequently presents considerable difficulty 


*Read at the fifty-ninth annual meeting of the Medical Society 
of Virginia, in Danville, October 16-18, 1928. 


in the differential diagnosis. Occasionally the 
roentgenologist discovers spinal arthritis while 
making a gastro-intestinal study. This spinal 
condition is to be distinguished from patholo- 
gical lesions, especially of the upper abdomen 
and ureteral colic. Pain over the diseased 
vertebra, limitation of motion with tenderness 
of the spine and the roentgenographic findings 
are confirmatory. When Pott’s disease be- 
comes extensive, damage to the spinal cord and 
the spinal roots ensues, causing pain which is 
felt in the peripheral nerves. The pain is 
severe and at times distressing and mislead- 
ing. In children a pain coming on suddenly, 
which is of longer duration than is usual in 
acute abdominal conditions and _ persistently 
worse at night, should prompt one to look be- 
yond the abdominal region for pathology. 
Spinal cord tumors, transverse myelitis and 
meningeal irritation, depending on the level, 
may simulate a lesion in any quadrant of the 
abdomen, Differentiation here may be made 
by elaborating on the history, by examining 
the reflexes, the careful testing of skin sensa- 
tion and by measuring the spinal fluid pres- 
sure. In the latter test the presence of a spinal 
block is regarded by some as conclusive evi- 
dence of a cord neoplasm; while muscular 
weakness, a definite sensory level, diminished 
or ‘absent reflexes and increased cytological 
changes in the spinal fluid, together with a 
moderate temperature, are strongly suggestive 
of spinal myelitis. Both of these conditions 
may or may not be accompanied by abdominal 
pain, bowel and bladder difficulties, Carci- 
noma of the spinal cord is relatively rare and 
is in most instances secondary to carcinoma 
elsewhere, though it may be due to an exten- 
sion of cerebral malignancy. I recall the case 
of a man who had agonizing epigastric pain 
which was unexplained by an exploratory 
laparotomy. Later, when his autonomic path- 
ways had been destroyed his pain ceased, but 
he developed mental symptoms and signs of 
organic neurological disease and died. At 
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autopsy a large hypernephroma on the right 
side was found with extensive retroperitoneal 
gland involvement and metastasis to the right 
occipital lobe of his brain where there was a 
circumscribed tumor the size of an average hen 
egg. His pain had been caused by the glandu- 
lar involvement, his neurologic signs by the 
occipital growth, and his mental symptoms 
very probably from toxemia. 

Herpes zoster may begin with unilateral 
pain, without the appearance of herpetic erup- 
tion. It is in this stage that the diagnosis is 
difficult and often confusing. 

The general practitioner and the surgeon are 
probably less familiar with the symptoms of 
the vegetative nervous system than the intern- 
ist and the neurologist. Irritation of the 
cardiac plexus or reflex constriction and dilata- 
tion of the pulmonary vessels, will produce 
gastric and hepatic symptoms, pain being the 
outstanding complaint. We are even more 
likely to have this distressing symptom when 
the solar plexus is the site of pathology, 
whether it is structural or chemical. In such 
conditions as lead colic, pyloric spasm, cardio- 
spasm, and here again the various tabetic 
crises, pain is the predominant symptom, prob- 
ably as a result of irritation of the autonomic 
nerve fibres. 

Vasomotor disturbance and vagotonia are 
more common than generally thought to be, 
the former accompanying many functional 
nervous disorders and the latter as a clear cut 
entity. These patients are at times a problem 
for diagnosis with symptoms referable to the 
cardiac, respiratory and gastro-intestinal ap- 
paratus, none of which are suflicient to localize 
definite organic disease in any of the several 
regions. Usually they complain of slow pulse, 
flushing, palpitation, flatulence, marked appre- 
hension and pain anywhere in the alimentary 
canal between the stomach and the sigmoid 
flexure. The usual location of the pain is, 
however, at the ileo-cecal valve, the juncture 
of the ascending and transverse colon, or the 
juncture of the transverse and descending 
colon. In the former instance it simulates ap- 
pendicitis, while in the latter it simulates gall- 
bladder, gastric and renal affections. 

A few years ago Englebach called attention 
to pain in the iliac fossa, simulating appendi- 
citis, in patients with an under secretion of 
the pituitary gland. Some of these cases came 


to operation and a normal appendix was 
found; the pain persisted for sometime after 
appendectomy and was later relieved by the 
administration of pituitary extract. 

The pituitary gland plays as important a 
part in uterine pain as do the ovaries, and the 
writer believes the proper balance of the in- 
ternal secretion of both glands is essential to 
normal painless menstruation. Mechanical 
obstructions are as a rule the common local 
causes of menstrual pain and when these con- 
ditions accompany an endocrine dysfunction, 


‘the mechanical feature should be corrected 


before gland therapy is begun. I have seen 
many cases of menorrhagia and dysmenorrhoea 
corrected with pituitary extract alone while 
some have required ovarian therapy in addi- 
tion. Inquiry into the history of the patient 
will in most instances reveal the fact that the 
menstrual disturbance began in adolescence, 
but was followed by a period of normalcy, 
while some years later there is a return of the 
dysfunction, The physical signs of hypofunce- 
tion of the pituitary gland and some times the 
ovaries are usually found upon the examina- 
tion of the patient. 

In the past, unfortunately for the patient, 
surgical removal of painful cystic ovaries has 
been a common practice, but today the sur- 
geon guards the future welfare of the indivi- 
dual and resorts to this procedure less fre- 
quently. Why should we deprive the patient 
of an essential gland already functioning too 
little? What right have we to jeopardize a 
woman’s future nervous and mental health by 
castration during the reproductive period / 
The simple watery cysts on the ovaries are as 
harmless as a sebaceous cyst in the skin unless 
the cyst becomes pedunculated or otherwise 
diseased and this is by no means a frequent 
occurrence. 

I have a patient, now 55 years old, who at 
the age of 18 had painful menstruation, and 
was advised to have an oophorectomy. This 
was done and the cystic ovaries removed. She 
has not enjoyed a healthy day since and has 
been continuously under a physician’s care 
wtih a profound psychoneurosis. 

Abdominal cramps are experienced by mor- 
phine addicts from withdrawal of the drug, 
through its effect on the vegetative nervous sys- 
tem. 

There are some who doubt pain of functional 
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origin yet a casual perusal of the literature 
will destroy this doubt. Hysteria forms the 
greater number of cases under the psychoneu- 
rotic group. Gastric, hepatic, intestinal and 
ovarian crises are frequently observed in 
neurotic patients. Abdominal pain, nausea 
and vomiting are the predominant symptoms 
of many of these patients. Some of them per- 
sistently refuse food and show a decided dis- 
gust for it; this latter fact is the expression 
of a psychic conflict, often mistaken for a true 
symptom of abdominal disease simply because 
the physician fails to go deeply enough into 
the history. Other misleading symptoms such 
as tenderness, general or localized muscular 
rigidity and localized pain may be present. 

Not long ago a hysterical patient who had 
an endocrine deficiency returned to see me stat- 
ing that she had become pregnant four or five 
months before, and during the second month 
and several times since had severe uterine 
hemorrhages with uterine pains. Despite 
the fact that after five months her uterus 
was normal in size and after a curettage, 
which was deemed advisable because of 
the severe hemorrhages, revealed evi- 
dence of foetal tissue, the patient’s abdomen 
had the contour of a seven or eight months’ 
pregnancy. Gaseous distention of the intesti- 
nal tract was absent upon passage of the rectal 
tube: however, inspection of the abdomen re- 
vealed a large pone of fat so moulded that it 
might easily be mistaken for an advanced 
pregnancy. When she had missed one men- 
strual period, she was convinced that concep- 
tion had taken place. The patient, married for 
many years and aware of the fact that she had 
an infantile type of uterus, was happy over 
her condition and shortly developed morning 
nausea, noticeable enlargement of the breasts 
and a false appetite. By the third month she 
was conscious of foetal movements and_ her 
appetite had become voracious. Even after 
she had been assured that she was not preg- 
nant the foetal movements were felt and her 
abdomen increased in size. The increase in 
appetite, a lowered basal metabolism and glan- 
dular deficiency were responsible for increase 
in obesity, while the signs of pregnancy were 
purely psychogenic. 

Abdominal pain of psychic origin is not un- 
common in mental diseases. A patient may 
have somatic delusions which impel him to go 
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from one physician to another attempting to 
secure surgical relief, but finally his mental 
symptoms are recognized and he is placed in 
the proper type of institution. Some psychotic 
patients have abdominal pain because they be- 
lieve the food has been poisoned and may vomit 
each meal or refuse to eat for many days. 
Somatic delusions referable to the abdomen 
often appear early in dementia praecox, and 
as a matter of fact may be the principal symp- 
tom. 

In the acute maniac and the depressive stages 
of maniac depressive psychosis pain is not an 
infrequent symptom, but is usually accom- 
panied by other symptoms suggestive of ab- 
dominal disease, Physical examination, gas- 
tro-intestinal roentgenographic study and gas- 
tric analysis, together with an analysis of the 
patient’s mental symptoms, usually exclude the 
presence of true abdominal disease. 

It is impossible in so short a time to dis- 
cuss fully all of the neurological conditions 
causing pain in the abdomen, so T have at- 
tempted to call your attention to some of the 
more common causes, and to a few obscure con- 
ditions likely to be overlooked. 

212 West Franklin Street. 


ACIDOSIS IN DIABETES.* 


By JOHN A. REED, A. B., M. D., Washington, D. C. 


Clinical Associate in Medicine in the School of Medicine of the 
George Washington University. 


Acidosis is a very grave complication of 
diabetes and a knowledge of the mechanism of 
the production, of the various modes of its 
onset and presentation, of the prevention, and 
of the treatment are essential in the proper 
management of any case of diabetes. Acidosis 
seems to imply a condition of acidity of the 
blood which we know is incompatible with 
life, whereas it is in reality an hypo-alkalinity, 
an alkalinity below the normal, or, more 
specifically, a ketosis since the substances 
formed in this condition are derived from a 
keto-acid. 


PHYSIOLOGY 


The alkalinity of the blood is expressed in 
terms of hydrogen-ion concentration using as 
Sorenson suggests a logarithmic notation 
pH;4, water being the standard of neutrality 
with an hydrogen-ion concentration of pH;. 
The reaction of any solution or fluid depends 


*From the Diabetic Clinie of the George Washington Uni- 
versity Hospital. Read before the Medical Society of the Dis- 
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upon hydrogen ions and hydroxyl ions. If hy- 
drogen ions are in excess, the solution is acid; 
and if hydroxyl ions are in excess, the solution 
is alkaline. Any solution which is acid has 
a hydrogen ion concentration of less than pH; 
and is alkaline if the hydrogen ion concentra- 
tion is greater than pH;. Water is then the 
standard of neutrality, because the number of 
free positive hydrogen (H) ions equal the 
number of free negative hydroxyl (HO) ions. 

Hence, excessive acid formation tends to 
change the reaction of the blood, but this al- 
teration even in severe acidosis (as in some 
cases of diabetes) is very slight. The reason 
for this is that the body has a regulating 
mechanism which protects it from such exces- 
sive acid formation. These defense mechan- 
isms are chiefly the sodium bicarbonate con- 
tent of the blood plasma, the alkaline phos- 
phates of potassium and sodium, and ammonia. 
These agents are known as the buffer sub- 
stances and constitute the alkaline reserve of 
the blood and they combine with any excess 
acid produced causing their elimination by 
way of the urine and respiration, This alka- 
line reserve is spoken of in terms of the carbon 
dioxide combining power of the blood. The 
normal carbon dioxide combining power is 52 
to 80 volumes per cent. In acidosis this may 
be as low as 7, although this is evidence of 
extreme reduction in the alkaline reserve, 

It is common knowledge that when a normal 
subject fasts or when carbohydrate food is 
greatly restricted in the diet, the so-called 
acetone bodies, aceto-acetic acid, acetone, and 
hydroxybutyrie acid (b-oxybutyrie acid) ap- 
pear in the urine. In the clinical condition 
known as acidosis of diabetes, these substances 
likewise appear in the urine. Two different 
kinds of food constituents give rise to aceto- 
acetic acid—the higher fatty acid of neutral 
fats (chemically known as the straight chain 
fatty acids with an even number of carbon 
atoms) and a certain group of the amino acids 
of protein metabolism such as leucin, tyrosin, 
phenalanine, and possible histidin. Hirschfeld 
in 1895 first showed that the factor common to 
the condition of and responsible for ketosis is 
the absence of carbohydrate from the food, or, 
as in the diabetic, from his metabolism. Car- 
bohydrate has then an antiketogenic or keto- 
lytic function, This idea has been from time 
to time reinforced so that today there is no 
doubt but that ketosis is due to a deficiency in 
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carbohydrate or a failure of oxidation are <le- 
hydro-genation, and even more than this, it 
is doubtful whether any substance not con- 
vertible into glucose has been shown to exert 
direct antiketogenic action. 

It seems therefore that in the normal indi- 
vidual there is some chemical reaction |e- 
tween carbohydrate or its metabolic products 
and the ketone bodies or their precursors; and 
that in the diabetic individual this chemical 
reaction fails to take place partially or totally. 
It is at present accepted that for every one 
and one-half molecules of fat burned in the 
body one molecule of glucose is necessary to 
prevent the production of the ketone bodies 
with subsequent acidosis. 

The exact ketolytic derivative of glucose is 
not known but the in vitro work of Shaffer! 
goes far in determining its identity. 


CiinicaL MANIFESTATIONS 

The classical clinical picture of the onset of 
acidosis in the diabetic is usually described as 
being Insidious and somewhat vague and may 
sometimes be overlooked by an expert. It be- 
gins usually with anorexia, fatigue, lassituce 
and irritability with subsequent nausea, vomit- 
ing, occasional diarrhea, restlessness, and deep 
breathing (Kussmaul respiration), in which 
the rate is not increased. There is marked 
subsequent extreme dehydration. Occasionally 
there are no premonitory symptoms, the pa- 
tient may simply become drowsy, fall asleep. 
and develop the characteristic symptoms of 
diabetie coma. Further findings such as nor- 
mal or heightened color of the skin, dry skin 
and dry mucous membranes of the mouth, the 
presence of a fruity odor on the breath, the 
presence of the ketone bodies in the urine, and 
a lowered carbon dioxide combining power aid 
in the recognition of the condition. When coma 
has already set in, the patient can very fre- 
quently be aroused in response to calling by 
name, the swallowing reflex is usually re- 
tained, and the intraocular pressure is con- 
siderably diminished. Frequently the onset 
of acidosis may simulate an acute intra-ab- 
dominal lesion of an inflammatory nature by 
beginning with acute pain in the epigastrium 
and leucocytosis. This has occurred in our 
own work and frequently reported by others.’ 
but one must not overlook surgical pathology 
even though acidosis exists. Where acidosis 
has proceeded to the condition of coma one 
must, of course, differentiate from other con- 


XUM 


] 
( 
I 
1 
1 
a 
U 
t 
t 
J 
( 
f 
k 
b 
ii 
is 
n 
n 
t! 
te 
b 
0 
id 
(dl 
u 
n 
le 
fc 
d 
ti 
di 
be 
al 
a 


1929] VIRGINIA MEDICAL MONTHLY 217 


ditions causing coma, though this is usually 
not difficult. With the knowledge of the 
severity of acidosis any symptom arising in 
a patient previously known to have diabetes 
should arouse a suspicion of its beginning, 
while further examination and observation 
will soon confirm or disprove such. 

The history immediately preceding the in- 
ception of acidosis only too frequently gives 
a clue to the precipitating factor. Overeating 

r fasting, long automobile or train journeys, 
we mental stress and anxiety, reduction of 

r stopping the use of insulin, and constipa- 
sale seem to predispose to acidosis. Any gas- 
tro-intestinal disturbance with vomiting will 
result in rapid production of the condition. 
Joslin mentions seasickness with vomiting pro- 
ducing the condition. Local or general in- 
fection is nearly always in our experience ac- 
companied by acidosis, It is not specifically 
known how infection acts to produce acidosis 
but several theories have been suggested. An 
interference with the production of body in- 
sulin, interference with the action of admin- 
istered insulin with failure of oxidation of 
carbohydrate, an increase in body glycogen 
metabolism, either storage in the liver or 
muscle consumption, are offered as possible ex- 
planations of the reaction to infections. Some- 
times massive doses of insulin even far above 
the required amount necessary to burn the en- 
tire intake of carbohydrate (1 unit of insulin 
to 2 grams of carbohydr ate) fail to attack the 
blood sugar and reduce the ketosis. On. the 


' other hand, with the removal of the infected 


organ or the establishment of free surgical 


i drainage the blood sugar estimation begins to 


declinn, carbohydrate metabolism resumes to- 
ward nor mality, and acidosis disappears. 


MANAGEMENT 

Prophylaxis—The proper control of the 
underlying diabetic condition by maintaining 
nutrition, maintaining normal blood sugar 
level, and urine sugar free is the prophylaxis 
for acidosis. It has been said justly that no 
diabetic case should die of acidosis. With the 
exception of the occasional case where infec- 
tion has advanced to such a point that life is 
destroyed by it, this statement can undoubtedly 
be confirmed by our experience. The diabetic 


patient must avoid undue mental stress, strain 
and anxiety, excessive physical fatigue, long 
and tiresome journeys, exceeding the diet, or 
omitting diet or insulin. 


He must renounce 


foods labeled “good for the diabetic,’ unless 
their carbohydrate, protein and fat content is 
known so that they may be correctly substi- 
tuted for food alre: ady on their apportioned 
amount. It seems superfluous to say that the 
insulin when used must be given hypodermi- 
cally, but sometimes the importance of this is 
not realized by the patient. One patient was 
admitted to the hospital with a blood sugar 
of 1480 milligrams and in severe acidosis. In 
searching for the exciting factor of this con- 
dition we were told that the patient was tak- 
ing her usual dosage of insulin, but after the 
patient died we were presented with a large 
number of capsules of insulin to be used 
the free clinic. The prevention of acidosis 
seems, therefore, to resolve itself into a mat- 
ter of knowing the proper management for the 
underlying diabetes and adhering to it. 

Treatment.—The treatment of acidosis with 
good results represents to me a remarkable 
example of a complete reversible process 
wherein pathology and pathological physiology 
is attacked in a physiological manner and _ re- 
turned to normal functioning. It is the one 
outstanding disease in which this is so and 
where results of treatment are oftentimes 
miraculous, One begins at the maximum point 
of disturbed physiology of carbohydrate, pro- 
tein and fat metabolism even at the point of 
structural change, and gradually step by step 
works backward until normal relations of 
physiology are attained, It is a condition in 
which theory and practice are equal and the 
same, where medicine approaches or is an ap- 
plied science, and where mathematical exact- 
ness is required, 

With the onset of symptoms a few measures 
may be adopted which will sometimes greatly 
relieve the condition and often prevent coma. 
The patient should be confined to bed, and 
nursing attendance is almost imperative; 
drink considerable fluids as water, coffee, tea, 
or broths, six ounces every hour: evacuate the 
bowels by use of enemas: give orange juice six 
ounces at once; give salt solution under the 
skin; administer insulin 20 units every two 
to three hours or better still as much as is 
needed to burn the sugar given, using the 
blood sugar and carbon dioxide combining 
power determinations as guides. 


More often than not by the time medical 
aid is sought a pre-coma or coma state has been 
reached wherein the blood sugar is quite ele- 
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vated and the carbon dioxide combining power 
is below 25. 

In these cases, hospitalizaton is absolutely 
essential and the first twenty-four hours of at- 
tention is usually one of a battle between life 
and death. On admission to the hospital the 
first hour’s therapeutic requirements are numer- 
ous. Croton oil in glycerin is administered by 
mouth 3 to 5 minim doses and repeated in two 
hours if no evacuation of the bowels has oc- 
curred. Salt solution 500 to 1,000 e.c. is given 
subcutaneously every six hours. Twenty 
grams of carbohydrate is given in the form 
of orange juice and repeated every two hours, 
buffered by sufficient dosage of insulin and 
usually 20 units is sufficient. Occasionally 
massive dosage of insulin at the start has 
been given but this has been found in most 
cases to be unnecessary. At the end of a six 
hour regime of this sort, the blood sugar and 
carbon dioxide combining power should again 
be determined or one may wait until the urine 
is sugar free and then repeat the blood chemis- 
try. We feel that, in cases of coma, the car- 
bon dioxide combining power of the blood 
plasma is the best guide as to the state of the 
acidosis and further management. The blood 
sugar often rises even under treatment but if 
the carbon dioxide combining power begins to 
rise also then it is felt that progress toward 
a reversible state is being obtained. If at the 
end of such a six hour procedure the blood 
determinations show improvement and clini- 
cally the patient seems better, treatment may 
be continued on a four hour basis, giving car- 
bohydrate and insulin at this interval. 

Usually at the end of twenty-four hours the 
condition will warrant placing the patient on 
a known weighed diet, either liquid, soft, or 
even solid food of three meals at the usual 
time with insulin dosage adjusted to match. It 
is at this point that often the patient may 
have a relapse and care must be exercised, 
although we believe it is advisable to begin 
such regular feedings as soon as the condition 
of the patient will permit. 

During the first few hours of the acute stage, 
if the patient cannot swallow orange juice, 
glucose solution may be administered intra- 
venously. Early in the management one may 
ignore the administration of protein and fat 
in the diet but at the end of the twenty-four 
hour period it is desirable to begin a more 
or less maintenance diet. The treatment of 
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the dehydration cannot be emphasized too 
strongly. One of our early fatal cases of acicdo- 
sis in a child who died with a blood sugar 
nearly normal revealed at autopsy no marked 
pathology except extreme dehydration. We 
have been so impressed by dehydration and by 
the improvement in the patient when this is 
strenuously combated that we attempt to give 
at least 5.000 e.c. of fluid subcutaneously, in 
the first twenty-four hours. One case of se- 
vere acidosis in a woman received 6,250 c¢.c. of 
fluid given by mouth, subcutaneously and by 
rectum, during the first nine hours in the hos- 
pital. The administration of fluids by rectum, 
either in large quantities to be retained or by 
the Murphy drip method, is not satisfactory 
since oftentimes it is expelled, an unknown 
quantity absorbed, and vomiting may ensue. 
Fluids given subcutaneously or by mouth, and 
in children intraperitoneally, are to be pre- 
ferred. 

In severe acidosis the heart muscle is some- 
times affected. The heart sounds become dis- 
tant, pulse rapid, small volume and _ even 
arrhythmias may develop. Some advise such 
medication as digitalis, caffeine, or strychnine 
but in our own experience the administra- 
tion of fluids subcutaneously has been sufficient 
and direct cardiac stimulation has been with- 
held. 


The use of alkalis has now generally been 
accepted to be of little value in the treatment 
of acidosis, and even has harmful effects. 

In conclusion I desire to summarize and 
emphasize several points: (1) A knowledge of 
the underlying disturbances of physiology is 
necessary for a better understanding of the 
condition and its treatment; (2) The onset of 
acidosis is vague and the clinical manifesta- 
tions are variable so that frequently it is over- 
looked even by one quite familiar with the 
condition; and (3) The management is a per- 
fect example of a reversible process and re- 
quiring meticulous and continuous application. 
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SOME OBSERVATIONS ON HEMOR- 
RHAGE OF SCALP WOUNDS AND 
LOCAL TREATMENT OF BURNS.* 

By E, L. KENDIG, M. D., F. A. C. S., Victoria, Va. 
In these observations there are presented a 
limited discussion of two disconnected and 
commonplace subjects. 


HeMorrHaGe oF Scare Wounps 

Scalp wounds are numerous in this age of 
automobiles and industries. Hemorrhage is 
the most troublesome factor. In controlling 
this bleeding, the local anatomy should be 
borne in mind. 

The blood vessels of the scalp are large, 
numerous and anastomose freely, forming a 
net work in the superficial fascia just under- 
neath the skin. The skin, superficial fascia, 
and the aponeurosis of the occipito-frontalis 
or musculo-fibrous layer are very closely bound 
together. Underneath the aponeurosis of the 
occipito-frontalis is the subaponeurotic layer 
which is soft and permits the superficial layers 
of the scalp to move freely on the pericranium. 

Scalp wounds which do not go through the 
musculo-fibrous layers cannot be pulled apart 
very easily. When the musculo-fibrous layer 
is cut, the fibers of this tendon pull the wound 
wide open. If a wound is sutured before all 
the vessels are well tied, there will be post- 
operative bleeding. If the musculo-fibrous 
layer is divided, this blood will accumulate as 
a large hematoma in the soft subaponeurotic 
layer. If the musculo-fibrous layer is not di- 
vided, the bleeding will saturate the bandage. 

It is most important to tie off the bleeding 
vessels before any part of a scalp wound is 
closed, It may be hard to pick up a large blood 
vessel in a scalp wound with the forceps on 
account of the profuse hemorrhage. It will be 
a help to press the finger on the scalp around 
the bleeder until the bleeding of the vessel is 
controlled by the pressure. Keep the bleeding 
controlled in this manner, sponge off wound, 
and pick up vessel as the pressure of finger is 
slightly released. The vessel may then be 
ligated. 

By reason of the friability and compactness 
of the superficial fascia and the size of the 
artery, it is sometimes hard to tie off a bleed- 
ing vessel of a scalp wound. Again, when tied, 
the suture will easily come off. In case the 
ligature does not hold, the bleeding may be 


*Read before the Southside Virginia Medical Association, 
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ot 1a seal Wound. 
controlled by picking up the vessel with a 
little of the superficial fascia. Then pass a 
curved needle threaded with catgut into the 
tissue just underneath the skin on one side of 
the forceps and bring it out just above the 
musculo-fibrous layer below, taking enough to 
a bite to hold well. If the bite is not enough 
to hold, the needle may be passed into a few 
of the fibers of the musculo-fibrous layer, Re- 
verse the course of the needle on the other 
side of the forceps, removing the forceps as 
the suture is tightened. Sutured in this way, 
hemorrhage is controlled, the suture remains 
in place, and very little of the tissue around 
the vessel is strangulated. 


wopusy 


TREATMENT OF BurNs 
The satisfactory management of a burn is 
one of the most troublesome in the field of 
medicine or surgery. 
The systemic treatment for this accident, 
such as the administration of morphine for 
pain, maintaining body heat, combating 
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shock, supplying body fluids, etc., are well 
agreed upon and need not be discussed, 

The local treatment is carried out by many 
different methods. The very multiplicity of 
methods is an evidence of the fact that none 
heretofore have proven uniformly satisfactory. 
The following are the main objects in the local 
treatment of a burn: 

1. Provide a protection for the injured sur- 
face. This should be provided for in any plan 
of treatment contemplated, 

2. Relieve pain. The intense pain from a 
burn calls for quick relief. 

3. Prevent toxemia. Burned tissue is toxic 
and the control of absorption from the burned 
area should be provided for in the treatment. 

4. Stop the loss of body fluids. The loss of 
body fluids, especially in severe cases with 
shock, must be prevented, if possible. 

5. Keep the wound aseptic. Sepsis in a 
burned wound is one of the frequent and seri- 
ous complications, It prolongs recovery, it 
may be the cause of cellulitis or septicemia and 
will result in more contractures and stars. 

6. Use remedies and accessories which are 

safe, available, and within the means of the 
patient. A large percentage of burns are 
treated at places where the facilities are more 
or less limited. 
_ 7. Select the method easily carried out by 
attendants. The results of a case depend very 
largely upon how well the treatment is car- 
ried out. 

8. Prevent contractures: and scars. After 
saving the life of the patient, the prevention 
of contractures and scars is one of the impor- 
tant things to be considered. 

The numerous methods of treatment used to 
meet these indications and conditions fall into 
the following general classifications: 

1. The local use of protective aseptic or anti- 
septic oils and ointments. This consists of 
using on the wound an oily covering, such as 
a mixture of lime water and linseed oil, zine 
oxide ointment, boric acid ointment, and their 
various combinations, and proprietary oint- 
ments. 

2. The application to the wound of a 10: per 
cent solution of bicarbonate of soda. This so- 
lution is kept continuously on the wound either 
by immersion or the use of a spray. 

3. The covering of the wound with a crust 
produced by spraying over the surface hot 
melted paraffin, commonly known as the “am- 
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brine method.” This erust forms a covering 
over the wound and no other dressing is used. 

4. The excision or debridement of the in- 
jured tissue in the burned area. The work in 
connection with excision of the burned tissue 
was very ably brought forward by Willis. It 
was through these experiments that the toxic 
effect of burned tissue was demonstrated. 

5. The spraying or painting on the burned 
surface antiseptic drugs which coagulate the 
albumen and contract and fix the tissue. The 
drugs used for this purpose are alcohol, alumi- 
num acetate, picric acid, and tannic acid. This 
fixing of the tissue forms a tough leathery 
crust over the wound. No other dressing is 
used, The crust is removed usually in from 
two to five weeks. If the wound is super- 
ficial and infection does not develop, it will 
be healed over when the crust comes off. If 
the wound is deep or if infection develops, a 
granulating surface will be left after the crust 
is removed. 

As a fixing drug in the treatment of burns, 
alcohol is used in full strength. Aluminum 
acetate is employed in a 2 per cent alcoholic 
solution mixed with a 2 per cent solution of 
methylene blue in proportion of 10 to 1. Picric 
acid is used in a 5 per cent alcoholic solution. 
The tannic acid treatment consists of using a 
2% per cent to 5 per cent aqueous solution. We 
find also that a 714 per cent solution of tannic 
acid is advantageous in some cases. 

The method of treatment selected should be 
the one that will give the best results under 
the circumstances. 

The use of aseptic or antiseptic oils and oint- 
ments does not prevent toxemia, nor stop the 
loss of body fluids. The numerous dressings 
are troublesome and expose the wound to in- 
fection. 

The use of continuous applications of 10 per 
cent solution of bicarbonate of soda does not 
provide a satisfactory covering for the wound 
nor protect it against bacterial invasion. It 
is a cumbersome method and one that is not 
easily carried out by attendants. 

The use of the “ambrine method” or paraffin 
spray requires a number of reapplications and 
is troublesome to both patient and attendant. 
These reapplications are usually made neces- 
sary by development of infection underneath 
the paraffin coating. 

The excision or debridement of injured tis- 
sue leaves an open wound to ke dressed and 
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necessitates an operation which we usually 
avoid if possible. 

The use of a drug which coagulates the al- 
bumen and fixes the tissue more nearly meets 
the conditions and indications of treatment 
than the others, Alcohol is usually hard to 
get, painful when first applied, and slow in 
action. The aluminum acetate solution is 
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treatment in maintaining asepsis. In addition» 
to this, according to Montgomery, sepsis is 
avoided by the dry coagulant which forms an 
unfavorable nidus for bacterial growth. 

6. No special apparatus is needed in carry- 
ing out the treatment. 

7. The acid is cheap, readily procured and 
easily prepared. If kept in solution, it will 
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troublesome to prepare and does not fix the 
tissue as satisfactorily as some others. The 
solution of picric acid has a tendency to stain 
the surrounding parts and the bed clothing and 
there is danger of poisoning from absorption. 

The use of tannic acid solution more nearly 
meets all the indications and conditions in 
the local treatment of burns than any other one 
of the methods, Its use results as follows: 

1. The tough crust produced by tannic acid 
provides protection for the wound. 

2. It relieves pain. Wilson and Davison 
say that the outstanding feature of tannic acid 
for burns is the relief from pain. 

3. By fixing the tissue, it prevents absorp- 
tion and limits toxemia. 

4. It prevents loss of body fluids. 

5. It is conducive to asepsis, It possesses 
the advantages of the other xing methods of 


form gallic acid. For this reason it should be 
made fresh for each case. One teaspoon of 
the acid to four ounces of water will make a 
21% per cent solution. The proportion can be 
changed to make a stronger solution. 

8. Its application can be made by any good 
attendant. 

9 It results in a minimum scar and contrac- 
ture formation, Davison concludes that less scar 
tissue is found in the use of tannic acid be- 
cause there is less infection and a smaller 
amount of irregular granulation, and the crust 
acts as a bridge for the superficial spread of 
the epithelia. 

Davison recommends a 21% per cent solution 
of tannic acid applied every hour. He found 
that a good thick brown leathery crust would 
in this way be developed in fifteen to twenty- 
four hours. He used gauze on the wound when 
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applying it. Later he moistened the gauze 
and removed it. The burned surface is at first 
protected by a tent or cage which does not 
touch the wound. Montgomery uses a 5 per 
cent solution and sprays it directly on the 
wound without the gauze and says that a satis- 
factory crust is procured in a shorter time. We 
have used a 74% per cent solution. We com- 
menced the use of this solution on ambulant 
cases. This stronger solution will form a sat- 
isfactory crust in ten to twelve hours. This 
is an advantage as it makes the number of 
hourly applications less. 

We have treated the industrial injuries of 
a large corporation for twenty years. A large 
number of these cases were burns. The records 
of these cases and others together with those 
of our hospital show the treatment of 420 cases 
of burns of varying degrees, These cases have 
heen treated by all the various methods except 
debridement. Our experience with the tannic 
acid treatment for burns started 12 months ago 
and includes twenty cases. The results are in 
line with those reported by Bancroft and 
Rogers and a number of others. We can say 
that we share their opinion that this method 
is a real advance in the treatment of burns 
and, moreover, we find that a 7! per cent 
solution of tannic acid can be used advan- 
tageously in those cases where it is necessary 
or more convenient to produce the protective 
crust in a shorter time. 
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HYSTEROSALPINGOGRAPHY. 


By 
M. P. RUCKER, M. D., 


and 
L. J. WHITEHEAD, M. D., 
Richmond, Va. 


Hysterosalpingography grew out of at- 
tempts to determine the patency of the Fallo- 
pian tubes. The steps are briefly as follows: 
Le Lorier, in 1912, made intra-uterine injec- 
tions of electrargol. Dimier was the first to 
use the X-ray in connection with the injection 
of a radio-opaque fluid, but the work was 
abandoned on account of the death of a patient 
from peritonitis. The scene then shifted from 


France and an American published the first 
radiographs of the uterus and tubes. Follow- 
ing Cary’s work, Rubin made many radio- 
graphic studies of these organs, using first 
collargol, as Dimier and Cary had done, and, 
later, the citrate of thorium and the bromide 
of sodium. In 1923, Kennedy reported some 
interesting results, using sodium bromide, but 
it was not until the appearance of Heuser’s 
work with lipiedol, in 1924, that much notice 
was taken of this method of investigating the 
uterus and tubes. In 1925, Heuser demon- 
strated his hysterosalpingograms in Paris, and 
following this there appeared a series of beat- 
tiful publications by Mocquot, Grezaire, 
Béclére and Darbois, Cotte and Bertrand, in 
France; Dyroff, Arnstam Reinberg, 
Schneider and Eisler, and Schultze, in Ger- 
many; Forsdike, in England; and Newell, 
Randall, Jarcho, Stein and Arens, and Me- 
Cready and Ryan in this country. 


TECHNIQUE 
The patient is given 1/6 grain of morphin 
and 1/200 grain of hyoscin, and is prepared 
locally as for delivery: shaved, soap and water 
serub-up, bichloride rinsing, and painted with 


Fig. 1.—Hysterosalpingogram of normal uterus and tubes. Note 
the triangular form of the uterus, the tubal sphincter at 
the left cornu, and the “beaded” appearance of the lipiodol 
in the ampula of the tube. This uterus emptied itself com- 
pletely of the oil in a few minutes after the patient had 
been allowed to sit up. 


a 2 per cent mercurochrome solution. A 
bivalve speculum is then introduced into the 
vagina, and the vagina is filled with mercuro- 
chrome solution. <A sterile pad is now applied 
and the patient is moved to the X-ray depart- 
ment, A metal cannula, such as is used with 
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the Rubin apparatus, is introduced into the 
cervix under the guidance of the eye. A 20 
ec. Luer syringe filled with lipiodol is at- 
tached and the fluid is injected under moderate 
pressure. In nulliparae it is often easier to 
make the injection with the patient in a ven- 
tral Trendelenberg or modified knee-chest 
position. A single blade perineal retractor is 
then used in place of the bivalve speculum. 
The injection is stopped when the patient com- 
plains of cramps or when resistance is encoun- 
tered. 

The radiographic technique is as follows: 
30 milliamperes, 5 inch spark gap, with varia- 
tions in time according to the thickness of the 
patient. Exposures are made in at least three 
different positions: in the dorsal, the ventral 
position, and in the Sims’ position. The first 
exposure is made after the solution has had 
time to pass out into the tubes. The second 
exposure is made immediately afterwards, 
usually with the patient in the Sim’s position. 
A third exposure is made five to ten minutes 
after the patient has been allowed to sit in the 
erect posture. 


Dancers 

The dangers that are to be thought of in 
connection with this method are (1) infection: 
(2) carrying metastases of uterine desidua or 
new growths into the peritoneal cavity: (3) 
embolus; (4) rupture of the tubes. All but 
the first are purely theoretical dangers, no in- 
stances of such occurrences having been re- 
ported. The risk, however, of causing a peri- 
tonitis is a real one, especially if the injection 
be made in the presence of acute inflammation 
in the adnexa or a purulent discharge from the 
cervix, or if there be a careless technique. The 
chief objection to following the progress of the 
injection with the fluoroscope is that in the 
darkness one is more apt to have lapses in 
strict asepsis. 

Uses 

Whenever a picture of the interior of the 
uterus and tubes is helpful, hysterosalpin- 
gography is indicated. It has already cleared 
up many questions in physiology. Peristalsis 
of the tubes has been clearly demonstrated by 
Rubin, Dyroff, Arnstam and Reinberg, and 
others. A sphincter-like action at the uterine 
end of the tubes can be shown in many films. 
The evidence that has so far accumulated seems 
to show that the uterus contracts en masse and 


symmetrically, except in pathological condi- 
tions. 

The value of hysterosalpingography in the 
study of sterility is generally accepted. The 
injected tubes stand out prominently and if 
there is any doubt as to their patency, a film 
twenty-four hours later will settle the question 
definitely by demonstrating lipiodol in the 
peritoneal cavity. If the tubes are closed, the 
site of the occlusion is accurately shown. 
Randall, of the Mayo Clinic, says that hystero- 
salpingography shows the uselessness of  at- 
tempting operative intervention in six out of 
seven cases of sterility from closed tubes, Just 
as in the case of the Rubin test, this proce- 
dure, while undertaken primarily as a diag- 
nostic method, may prove to have a therapeu- 
tic virtue. There have been seyeral! reports of 
pregnancies following hysterosalpingography 
in cases in which all the usual treatments for 
sterility had failed. Two of our cases of 
sterility, of many years’ duration, became 
pregnant after injection of lipiodol. 

The place of hysterography in the diagnosis 
of early pregnancy is not so well established. 
There is no question about being able to make 


Fig. 2.—Early pregnancy, filling defect on the posterior wall. 
The left tube did not fill, The right tube shows a well 
marked sphincter. 

a positive or negative diagnosis by this 

method. The question is rather one of ad- 

visability. In those cases in which the inter- 
ruption of pregnancy is indicated. if it be 
present, there can be no question as to its use- 
fulness. In such cases it has both a positive 
and a negative value. Several times we have 
avoided unnecessary curettements in tubercu- 
lous persons by this means—women who, 
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after a visit home from a sanatorium, had 
missed a period and were having nausea or 
other suggestive symptoms. 

The effect of injection of lipiodol into a 
pregnant uterus is an interesting question. 
Heuser is emphatic in his statement that it does 
not interrupt pregnancy. The isolated cases 
reported by Dyroff, Jungmann, Arnstam and 
Reinberg, Schneider and Eisler, Ott and Van 
der Elst, and Gautot rather support his opin- 
ion. Haselhorst reports the occurrence of high 
fever, abdominal pain and abortion on the 
fifth day after the injection of iodipin. Miller 
and Martinez, of Pittsburgh, abandoned the 
method because in their hands it produced 
abortions. Our own experience consists of 
twenty-seven cases, three of which were bleed- 
ing when the injection was made. One of these 
cases of threatened abortion aborted two days 
afterwards without further complication. A. 
second one aborted forty-two days after the 
injection, The third case of threatened abor- 
tion went to term and was delivered of a boy 
that was normal in every respect. None of the 
other cases of pregnancy aborted spontane- 
ously. Some have not had sufficient time for 
delivery, and the others have gone to uncom- 
plicated full term deliveries with normal chil- 
dren, Steinhart and Brown also report the 
birth of a normal infant after hysterography 
early in pregnancy. 

In cases of ectopic pregnancy, hysterosal- 
pingography may be an aid in the diagnosis. 
A demonstration of an atonic uterus without 
a filling defect in the uterus and one of several 
characteristic filling defects in one tube is very 
suggestive. The condition that may simulate 
this picture is that of a tubal abscess, espe- 
cially a post-abortal one. In a case that one 
of us saw in consultation with Dr, James Whit- 
field, Jr.. the diagnosis rested between a 
threatened abortion and an ectopic pregnancy, 
Hysterosalpingography showed the pathology 
to be in the uterus, and subsequent events 
proved it to be a hydatidiform mole, It shows 
what we now believe to be a characteristic 
picture with smooth, rounded filling defects. 
So far as we can determine, this picture is 
unique. 

Hysterography is invaluable in studying 
abnormalities, such as bicornate uterus, Van 
der Elst and Gautot picture a biiid uterus 
whose external appearance even at operation 
gave no indication of the anomaly. Likewise, 


fistulae of the upper genital tract are shown 
more clearly by this method than in any other 
way. 

The presence and situation of retained por- 
tions of the placenta and of submucous tumors 
is well indicated. The nature of the mass 
causing the filling defect, of course, cannot be 


Fig. 3.—Myomatous uterus in a woman 55 years of age, show- 
ing large uterine cavity. The appearance of a filling defect 
in the upper part of the uterus is caused by the available 
supply of lipiodo] not filling the cavity completely. 

stated definitely without the help of the his- 

tory of the case and the physical examina- 

tion. Retained portions of the placenta are 
said to be associated with abnormal contrac- 
tility of the uterus. In the only case of the 
kind that we have had such was not the case. 

Van der Elst and Gantot stress the point that 

fibroids of the uterus, whether they be sub- 

mucous or not, are associated with enlarge- 

ment of the uterine cavity. When there is a 

carcinoma present, the outline of the filling 

defect has an irregular moth-eaten appear- 
ance. It should be remembered, however, that 
the presence of blood in the uterine cavity 
gives very irregular outlines to the shadow. 

Intramural or subperitoneal fibroids are sug- 
gested by an irregular and enlarged uterine 
cavity, and possibly by displacement of the 
organ, Cases have been described in which 
the uterine cavity held 60 c.c. of oil, Ovarian 
cysts usually cause a displacement of the 
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uterus and a characteristic extension of the 
tube. There is also often a marked increase 
in the contractility of the uterus. Intraliga- 
mentous tumors may cause a marked elonga- 
tion of the cervix uteri. 

Inflammation of the adnexa is accompanied 
by a closure of the tube on the affected side 
and often a displacement of the uterus. A 
hydro- or pyo-salpinx shows as a rounded 
dilatation at the occluded extremity of the 
tube. There is a characteristic absence of all 
evidence of peristalsis in the affected tube. 


Fig. 4.—Small anteflexed senile uterus, showing one tube closed 
at the fimbriated extremity and the other at the uterine 
end. There was no oil in the peritoneal cavity when 
filmed the next day. 


Our own experience consists of seventy- 
seven injections, as follows: pregnancy twenty- 
seven; non-pregnant twenty-one. Two of these 
cases were definite pseudocyesis, one of which 
we were able to convince she was not preg- 
nant by showing her the films. There were 
sixteen for sterility. in six of which both tubes 
were blocked and two had one tube blocked. 
There were two pregnancies complicated by 
fibroids. There was one case of suspected 
ectopic in which we made a negative diagnosis. 
One case of bleeding uterus with suspected 
submucous fibroids was encountered in which 
we made a negative diagnosis. Later this was 
confirmed by hysterectomy. 

In conclusion, we feel that hysterosa]pin- 
gography is a safe procedure in the hands of 
one acquainted with gynecological operations. 
It should be carried out in a hospital and, of 
course, under strict asepses. 
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PREVENTIVE SURGERY.* 
By J. E. MARABLE, M. D., Newport News, Va. 

In the past decade much has been said and 
written and a great deal done in regard to pre- 
ventive medicine. Construed in its broadest 
sense, this, of course, includes preventive surg- 
ery, and the practice of hygiene and main- 
taining health will at times demand the ap- 
plication of surgery, preventive or curative. 
The author holds the view that, for ordinary 
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purposes, the less distinction made between 
medicine and surgery the better for all con- 
cerned. All practice of medicine is not surg- 
ery but the practice of surgery is the practice 
of medicine as the term is generally under- 
stood. The internist needs the surgeon fre- 
quently, but the surgeon, if he is to be suc- 
cessful, must have a great deal of the knowl- 
edge of the internist in his brain, his eyes, and 
lis finger-tips. However, it seems that the 
burden of stress has been applied to the purely 
non-surgical aspects of prevention of disease, 
and a discussion of some phases of preventive 
surgery might not be amiss. 

The term preventive surgery, without quali- 
fication, might sound paradoxical but by this 
term is meant, in this discussion, the applica- 
tion of surgical measures, operative or non- 
operative, to benign conditions and incipient 
diseases before surgery is demanded: as an 
emergency or life-saving procedure, in which 
event it is too frequently only palliative and 
often fails to postpone death. 

Sir Berkeley Moynihan, in his address on 
“Before and After Operation,” says, in effect, 
that it is hardly conceivable that the future 
progress of surgery is going to be along lines 
of improvement in actual technique. The 
skilled surgeon of today, he believes, has about 
reached the peak of human possibility as far 
as manual dexterity is concerned. Where there 
is room for improvement and its most urgent 
need is in earlier diagnosis and in supplanting 
mechanical operations with some method of 
treatment or prophylaxis that will render 
operative surgery unnecessary. [very real 
surgeon likes to operate. That is the phase of 
surgery to which most of his training has been 
devoted and is where most of his proficiency 
lies, but the surgeon of the future, or man of 
healing, if the former be contradictory, will 
be called upon more frequently to prevent than 
to perform operative surgery. 

That, however, is an ideal that is far, far 
in the future. Preventive medicine, radio, 
moving pictures and newspapers cannot re- 
form human nature in a generation and the 
laity are not seeing eye to eye with the phy- 
sician in accepting campaigns for improvement 
of their health as altogether altruisitic. Un- 
til the average intelligence is raised higher 
than it is at present, we must content our- 
selves with examining periodically the com- 
paratively few who appreciate the value of it 


and keep in readiness the proverbial “nine 
stitches” for those who do not believe in the 
old adage. 

It is not the purpose of this paper to advo- 
‘ate wholesale, meddlesome, and unnecessary 
surgery, but rather to discuss and emphasize 
how, frequently, a simple procedure in a com- 
paratively healthy patient is safer, and more 
permanent in its results, than is a more radi- 
cal operation performed upon an_ under- 
nourished, anemic individual, wracked by pain, 
loss of sleep, and starvation, who has been re- 
duced to the need of emergency surgery by 
neglect or procrastination. 

Before considering specific conditions, let it 
be understood that by surgery. in this dis- 
cussion, is meant not only cutting with a knife 
but any manipulative, mechanical procedure, 
or use of surgical judgment that requires a 
certain degree of skill in its application—be it 
pulling teeth, passing a catheter, setting a frac- 
ture, or keeping a neurasthenic off the operat- 
ing table. 

To consider first the probably most com- 
mon surgical condition that confronts us—ap- 
pendicitis: Willis says that the mortality of 
this condition has not decreased in the last 
few years. Be that as it may, any surgeon 
knows that the mortality and morbidity at- 
tendant upon what should, under ideal condi- 
tions, be a relatively simple procedure, is far 
too high. This can be reduced by the appli- 
‘ation of preventive surgery. Most emphati- 
rally it is not recommended that appendectomy 
be done on every patient who has right-sided 
abdominal pain and the differential diagnosis 
of appendicitis, acute, sub-acute, and chronic, 
from other diseases is not always simple. 
However, we can be reasonably certain in a 
large percentage of cases and, if the diagnosis 
is not clear, we can at least refrain from treat- 
ment that might be harmful. The adminis- 
tration of purgatives to patients suffering from 
undiagnosed abdominal pain is a pernicious 
practice that is not altogether con‘ined to the 
ignorance of the laity. Any therapeutic meas- 
ure, applied to an undiagnosed condition is a 
shot in the dark, and “masterful inactivity” 
should be our attitude in acute abdominal con- 
ditions until the diagnosis is established. This 
inactivity is often difficult in the face of pain 
and the entreaties of the patient and his rela- 
tives, but it does a great deal less harm than 
unwarranted administration of drugs given 
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just to be doing something for the patient. 
Once the diagnosis is established, it should be 
made clear that there is only one treatment— 
surgical removal of the appendix—-and any 
responsibility for delay or refusal of opera- 
tion should be placed squarely upon the pa- 
tient or his nearest relative. When this at- 
titude is adopted by the profession, the mor- 
tality and morbidity of appendicitis will be 
reduced. 

A second surgical condition in which the 
early application of a simple operative pro- 
cedure may prevent serious complications that 
entail loss of health, time, and possibly life, 
is one of the penalties that woman pays for 
mothering the race, I refer to laceration and 
the attendant erosion of the cervix uteri, In 
its mildest form it is uncleanly and disagree- 
able; in its worst it is a potential seat of a 
focus of infection or malignancy. If not of 
too long standing, the repair is simple. The ap- 
plication of a cautery destroys the infection 
and attending cystic degeneration that is so 
frequently present. Excision of the burned 
area and old scar tissue, followed by a. trache- 
lorrhaphy, gives a striking and_ satisfactory 
result. Preventive surgery can go far in 
remedying this condition by demanding rou- 
tine post-partum examinations and early re- 
pair. The physician who says that he never 
has lacerations does not use a vaginal specu- 
lum and a good light. 

Another relatively common condition for 
which early surgery offers relief and hope of 
life is renal tuberculosis. In its incipiency this 
condition is generally unilateral and the re- 
moval of the diseased kidney gives, in a large 
proportion of cases, a reasonable hope of sav- 
ing the other kidney and life. But how often 
do we see these cases after both kidneys have 
become involved and the best that we can offer 
the patient is a few months or years of uncom- 
fortable and painful existence! How many 
cases of cystitis, pyelitis, and unexplained 
hematuria do we treat symptomatically until 
pain and emaciation force us to seek to cdeter- 
mine the cause of the condition? 

Preventive surgery could do much to reduce 
the mortality and morbidity of peptic ulcer. 
It is highly probable that a fairly large num- 
ber of undernourished, semi-invalid indivi- 
duals suffering from chronic indigestion are 
harboring gastric or duodenal ulcers which a 
careful and complete examination would re- 
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veal. Granting the advisability of trying 
medical treatment in selected cases, an elective 
operation on a prepared patient is always 
preferable to an emergency procedure on a 
shocked, bleeding patient whose need is im- 
perative. 

Another field in which the early institution 
of treatment would prevent invalidism and 
prolong many a useful male career is the con- 
dition of prostatic hypertrophy. This prob- 
ably, next to laceration of the uterine cervix, 
is the most neglected phase of surgery to which 
early intervention is so highly applicable. 
Most of these individuals first consult a sur- 
geon in the sixth, seventh or eighth decades 
with complete retention, arteriosclerosis snd 
damaged heart and kidneys. They have suf- 
fered months or years of catheterization, <lis- 
comfort, and pain. In their extremity their 
only relief lies in weeks in a hospital and a 
hazardous operation which brings a delayed 
comfort to the short period of their remaining 
span of life. A careful history and a rectal 
examination on all males past forty, or even 
thirty-five years of age would detect a number 
of these cases early. While the vast majority 
would probably not be operated on at these 
ages, they and their physicians would be on 
the alert to forestall the end-result that so 
many of them face. 

The various campaigns for the control of 
cancer have taught the profession, and to some 
extent the laity, the need for early interven- 
tion in cases of neoplasms of various sorts. 
Still, however, too many consult the surgeon 
after the border-line of operability is past, so 
there is further need of education alon-: these 
lines. We all know that here is a field where 
preventive surgery is the whole secret of even 
a meager degree of success. 

It has been said and implied in many ways 
that the exit of the alimentary canal is one of 
the most neglected portions of the body. It 
is certainly true that diseases which affect the 
rectum and anal canal are usually of long 
standing before relief is sought at the hands 
of the surgeon. Comparatively simple things 
like fissures, fistulae, ulcers and hemorrhoids 
are allowed by patient and physician to stand 
over periods of years before the conditions are 
relieved by surgery. Frequently an abscess or 
thrombosis is the climax that forces the pa- 
tient to seek relief. The application of pre- 
ventive surgery here would not only afford a 
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great deal of comfort to these sufferers but 
would be an economical and physical bene ‘it 
and a safeguard against more serious compli- 
cations. Cancer of the rectum when diagnosed 
early is one variety of this condition which 
most admirably lends itself to permanent cure. 
Digital examination on all patients giving any 
symptoms referable to the lower alimentary 
tract would diagnose a number of these cases 
before the stage of safe operability is past. 

Focal infection has been discussed so widely 
that it is hard to add anything new to the 
voluminous literature about it. However. 
here lies a field in which the application of 
early preventive surgery is highly desirable, 
and, in fact, absolutely essential if we are to 
obtain the best results. If infected teeth, ton- 
sils, sinuses, prostate, or what not, are giving 
rise to remote symptoms, it is reasonable to 
suppose that if the primary foci are not 
treated, secondary foci will be established and 
permanent relief will become more and more 
difficult to obtain. The question of whether 
remote symptoms are due to the actual invasion 
by bacteria or to the absorption of toxins has 
been previously discussed by the author and 
others but, whichever is true, it is certain that 
the earlier an offending area is treated or re- 
moved the better and more permanent the end- 
result will be. 

So on, ad infinitum, the wisdom and prac- 
ticability of early intervention in those dis- 
eases in which surgery is applicable can be 
demonstrated. Whether the condition be dis- 
eased tonsils, or hare-lip, appendicitis or can- 
cer, early surgical intervention at an elected 
time and place, with the patient prepared for 
the procedure, is a safer, sounder policy than 
a forced operation when and where it must 
be done after the condition has been augmented 
by additional infection, hemorrhage, shock, 
starvation, or what not. The needs are so 
obvious that it sounds trite at this time to 
emphasize them further but experience and 
hospital records show us that it is necessary 
to keep ourselves reminded of the obvious, and 
that reading and believing accomplish little 
unless we act. All of this provokes an obvious 
rejoinder. Grant that careful histories are 
taken and careful and complete examinations 
made on available patients, and we shall still 
have two adverse factors which largely defeat 
our purpose. First, only a small proportion 
of the more enlightened are going to present 


themselves for study until forced to do so by 
pain or other dire extremity. The man who 
‘arries his automobile to the shop when he 
hears the slightest deviation from its normal 
rhythm. will drive his car all day with a 
pain that has to become terrific in intensity 
before he parks before a physician’s office. 
Second, out of the few who do present them- 
selves for periodic examination, or because of 
early and mild symptoms, still fewer are going 
to submit to radical procedure while their ail- 
ments are, to them, trivial and endurable. It 
is perfectly clear that most of the delay and 
lack of application of preventive surgery is 
not necessarily traceable to the physician. 
What, then, is the answer? In one word—edu- 
‘ation. Various organizations, insurance com- 
panies, the Americal Medical Association, 
some sectional and local medical societies are 
helping and have probably done a great deal, 
but the individual physician must help too. 
His patients must be taught that surgery is 
not necessarily the last resort but frequently 
the safest; that a hospital offers facilities for 
diagnosis and treatment that cannot be main- 
tained in the home or office: that the standing 
joke that “the operation was a success but 
the patient died” is often a tragic truth because 
the patient literally committed suicide by 
procrastination before the operation was per- 
formed. And last, early elective surgery, when 
indicated, saves life, suffering, time and money. 
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PURULENT APPENDICITIS, WITH 
RIGHT LOWER LOBAR PNEU- 
MONIA—WITH REPORT OF 
THREE CASES.* 

By THOMAS G. HARDY, M. D., Farmville, Va. 

For the last thirty years, some phase of ap- 
pendicitis has been discussed at almost all med- 
ical and surgical gatherings and has appeared 
at frequent intervals in the literature. Yet, 
I searcely think enough has been said on the 
subject—at least, it has not been said to the 
proper persons, in the proper way, about this 
extremely common condition, which is still so 
badly handled in a large proportion of cases. 
I do not recall ever having seen more than 
one or two cases of appendicitis who had not 
had their preliminary purgative. Neither have 
I noticed any part of the various Health Edu- 
‘ational Programs for the public that have 
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been given over to stressing the grave danger 
of purgatives in the presence of abdominal 
pain. 

I feel that I need make no apology for in- 
troducing the subject again, at this time, when 
it and its many complications still rank high 
among the killing maladies that affect the 
human race. 

In looking over the records of the Southside 
Community Hospital, at Farmville, which has 
been open just one year and is situated in a 
smal} country community serving a portion of 
the population of nine counties, I find the total 
admissions of patients for all causes are 632; 
of these, 85, or 1314 per cent, were admitted 
for appendicitis. Of these, 63, or 10 per cent 
of the total, were acute cases. Of the 63 acute 
cases with suppuration, 3 cases had, at the 
time of admission, an acute condition in the 
right lower lung simulating a typical lobar 
pheumonia. 

Since the days of Hippocrates, the iliac pas- 
sion, with swelling, has been described as be- 
ing bad; and let me say here that when the 
“iliac passion” is accompanied by lower right 
“lung passion,” it makes the situation very bad, 
especially from a diagnostic and procedure 
standpoint. 

Case 1. White, male, 19 years old, was ad- 
mitted to the hospital on August 15, 1928. Was 
then in the fourth day of a typical attack of 
acute appendicitis. Patient had typical gen- 
eral abdominal pain at the beginning, with 
vomiting, soon localizing on the right side 
about two inches above the usual point of the 
typical appendix pain. Examination revealed 
spasticity of the entire right abdomen, upper 
and lower quadrant, and absent breath sounds 
at the base of the right lung, with increased 
vocal fremitus, pain intensified by deep breath- 
ing, fever 102, pulse 120, and respiration 25. 
The urine showed few pus cells; leukocyte 
count 17,400, 85 per cent polys. The prepara- 
tion for operation was held up temporarily 
when the condition in the right chest was 
found, but an hour later it was decided to op- 
erate for the abdominal condition, in spite of 
the lung condition. He was operated on two 
hours after admission and a very foul, rup- 
tured, gangrenous appendix: removed, which 
was in a cavity which contained two ounces of 
pus, up behind and external to the colon. Two 
days following the operation patient had con- 
tinued quite sick, and all of the classical symp- 


toms of lobar pneumonia were present, to- 
gether with the findings of increased whispered 
voice, crepitant rales, etc. Three days after 
the operation patient had a decided fall in 
temperature and pulse rate, and appeared (is- 
tinctly improved. From then on until his <is- 
charge, on the thirteenth day following opera- 
tion he made the usual recovery expected after 
drainage appendectomy. His lung condition 
underwent complete resolution and there was 
no untoward effect. However, he returned to 
the hospital at the end of two weeks for a 
Dakin’s irrigation of an unhealed appendix 
sinus, which cleared up and healed entirely 
within ten days after re-admission. He has 
not had any further trouble with the lung con- 
dition, and has been steadily at work since. 
Case 2. White man, age 74 years, was ad- 
mitted to the hospital on October 28, 123s, 
thirty-two hours after the beginning of a typ- 
ical attack of acute appendicitis. Tempera- 
ture 100.6, pulse 90, and respiration 20. The 
urine showed a trace of albumin and many 
hyalin casts; leukocyte count 11,000, with 83 
per cent polys. This patient had had mor- 
phine previous to admission and the abdominal 
condition was somewhat obscure. There was 
no muscular rigidity, but tenderness to deep 
pressure just below McBurney’s point. An ex- 
amination of the chest revealed very distant 
breath sounds at the right base, which was 
commented on by the resident physician. 
Though we were somewhat doubtful as to the 
correct diagnosis in this case, his family phy- 
sician, who had attended him and who had 
seen him before he had had any morphine, 
was so positive of the diagnosis that we op- 
erated within two hours after admission. A 
very acutely inflamed appendix was removed, 
which was adherent to the posterior abdom- 
inal wall, behind and external to the cecum, 
with a very small gangrenous spot near the 
tip, at the junction of the mesentery with the 
appendix. The abdomen was closed without 
drainage. The next two days the patient was 
quite sick, became jaundiced, and the urine 
contained bile for 24 hours, The second day 
after operation the pneumonia findings at the 
right base were quite typical. On the fifth 
day following operation he had a decided drop 
in temperature and pulse rate and began to 
improve. His maximum temperature was 103, 
pulse 110, and respiration 28. From the sixth 
day to the fifteenth day following operation 
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he had an irregular afternoon rise of tem- 
perature, one time reaching 102, which we 
thought was partly due to the lung infection 
and to the wound infection, which sloughed in 
the center with a typical B-coli infection. 
From the fifteenth day his temperature did 
not rise above normal at any time, and his 
condition was well enough for him to go home, 
but he asked to be allowed to remain in the 
hospital another week on account of inconvient 
home surroundings, and then he went home 
perfectly well. 

Case 3. White boy, age six, came into the 
hospital in the sixth day of an attack of an 
acute purulent appendicitis, temperature 103, 
pulse 160 and respiration 40. Urine showed 
trace of albumin, acetone and diacetic acid, 
and few pus cells; leukocytes 20,000; 91 per 
cent polys. Examination showed the whole 
right abdomen in board like rigidity and ex- 
tremely tender. Chest showed atypical signs 
of pneumonia developing in the right lung. 
These signs were so marked that it was thought 
advisable to make a X-ray plate of the lung. 
This showed a large area of consolidation at 
the right base and marked induration extend- 
ing up along the bronchi, as high as the apex. 
There was so much lung involved in this case 
and the patient was so sick, that we cancelled 
the operation and put him to bed under an 
expectant treatment. The chest condition 
progressed, but findings were very atypical for 
pneumonia. The temperature, pulse and _res- 
piration remained about the same. On the 
sixth day in the hospital and the eleventh day 
of his illness, his temperature took a more or 
less sudden fall to 100, his pulse to 120 and 
his respiration to 35. The abdominal condi- 
tion became slightly softer and less tender. 
There were signs of fluid developing in the 
chest and also of slight pneumothorax. His 
temperature again went up to 103 and we de- 
cided to aspirate. 750 c.c. of milky pus with 
a strong B-coli odor was aspirated, with some 
air. On November 9, 1928, the eighth day in 
the hospital and the thirteenth day of his ill- 
ness, we resected one and one-half inches of 
the seventh rib and established drainage. This 
point of entrance was just above the lower wall 
of the abscess cavity and adhesions were well 
formed so that there was no collapse of the 
lung. This case was unusual in that there was 
no cough at any time and no sputum. Con- 
clusions were that there was a lung abscess 


formed near the base, close to the pleura, 
walled off away from the bronchi, then rup- 
turing into the pleura and becoming walled 
off there. After the operation, the drainage 
was profuse and his temperature and pulse re- 
mained about the same, running an irregular 
course, going between 102 and 103 each day, 
after which it dropped at some time during 
the day to 99 up to the twentieth day in the 
hospital. Since then the curve has been get- 
ting lower. This patient is still in the hos- 
pital and his maximum temperature has not 
been above 100, running from that point to 
normal during the last five days. The abscess 
is getting smaller, the drainage less, and the 
abdominal condition has gradually subsided. 
There is very little tenderness over the right 
abdomen. It is probable that this abscess may 
have ruptured into the bowel and drained and 
then gotten well. The possibility of the ab- 
dominal abscess burrowing up and = ruptur- 
ing into the pleura was considered, but the 
findings and the course of this condition do 
not indicate that this could have happened. 


Discussion, 

It appears that lung infections accompany- 
ing purulent abdominal condition are metas- 
tatic in origin, and are frequent in occurrence, 
having been found three times in sixty-three 
vases. The age of the patient seems to have 
no bearing on the condition: neither does the 
amount of suppuration within the abdomen 
have any bearing on this. 

Of the three cases reported, the appendices 
of the two that were operated on were turned 
upward and were adherent to the posterior 
parietal peritoneum. The case that was not 
operated on indicated the same position of the 
appendix, so that this might have some bear- 
ing on favoring metastasis. I think it is un- 
questionably a blood stream metastasis, via 
the mesenteric, then the portal vein, then on 
and lodging into the terminal arterioles of the 


_ lung. 


As to the effect of anesthesia on pneumonia 
of this type, one case had straight ether, which 
was borne well. The second case had mostly 
gas with a small amount of ether, which was 
borne equally as well. The third case, which 
had the greatest involvement of the lung and 
which appeared the sickest of the number, had 
no anesthetic at all. These cases, as well as 
other similar cases taking anesthetics, lead me 


1 
r 
r 
s 
x 
y 
3 
l 
) 
t 
l 
B 


232 VIRGINIA MEDICAL MONTHLY 


to believe that ether does no appreciable dam- 
age to acute respiratory infections. 

Two of these cases could easily have been 
overlooked as to their chest findings, and the 
classical signs of pneumonia, which appeared 
the second or third day, could have been 
ascribed to the anesthetic and called an ether 
pneumonia. We are all familiar with the right 
lower lobar pneumonia with referred pain to 
the right abdomen, which has come in for an 
operation for appendicitis, or gall-stones; and 
I believe a large percentage of the so-called 
ether pneumonias have been cases of this type, 
either with or without suppuration of the ap- 
pendix at the time of operation, where the lung 
findings had been overlooked. These cases 
are very difficult as to a positive diagnosis and 
also as to the recommendation for operation. I 
believe the proper procedure, in spite of the 
lung condition, is to operate and establish free 
drainage, remove the large focus of infection 
in the abdomen, and let the pneumonia, with 
the proper supportive treatment, take care 
of itself. I feel that I made a mistake in can- 
celling the operation in the third case, even 
though he was much further advanced on ad- 
mission. I believe if his abdomen had been 
opened and the gangrenous appendix had been 
removed, and free drainage established, his 
lung condition would not have gone to sup- 
puration and rupture. 

The first two cases operated on were thought 
to have had bacillus coli odor on the breath. 
However, it was hard to be positive about this, 
since the whole room was filled with odor from 
the drainage appendix, but certainly the 
bacillus coli found in the third case of lung 
abscess is sufficient to establish metastatic origin 
of the pneumonia. 

The time of developing the pneumonia 
ranged from thirty hours to three days, which 
shows that this condition may take place very 
early and is not the late terminal pneumonia 
that we so often see in debilitating diseases. 

405 Randoph Street. 


INCISIONAL HERNIA—FACTORS IN 
CAUSE AND PREVENTION.* 
By HARRY W. BACHMAN, M. D., F. A. C. S., Bristol, Va. 
The three words “restoration of function” 
as expressive of an ideal in medicine have be- 
come widely familiar to the profession, In 
this discussion, attention is invoked to a 


*Read before the Southwestern Virginia Medical Society, at 
Pulaski, Va., March 25-26, 1929. 
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slightiy different ideal, which may be expressed 
as a “preservation of function,” especial refer- 
ence being made to the preservation of the 
functions of the anterior abdominal wall. 

It is unnecessary to mention all of the pur- 
poses which this structure serves. The muscle 
group composing it acts as an accessory muscle 
of respiration. It is important in parturition, 
and as a regulator of intra-abdominal pres- 
sure. Its chief functions, however, are obvi- 
ously those of a retaining wall for the abdomi- 
nal viscera and as a muscle unit whose con- 
tractions materially assist in the acts of uri- 
nation and defecation. 

It is well to recall for this discussion the 
structure groups which enter into the forma- 
tion of the abdominal wall. There is, of course, 
the thin, delicate serous membrane known as 
the peritoneum, with the denser fascia trans- 
versalis immediately superficial to it. This is 
followed by a plane of striated muscles which 
derive their nerve supply from the anterior 
divisions of the thoracic nerves from the fifth 
to the twelfth and by branches from the ileo- 
inguinal and ilio-hypogastric. Then there is 
the aponeurosis of the external oblique fusing 
with the anterior sheath of the rectus, and, 
finally, the superficial fascia and skin. Refer- 
ence will be made subsequently to the nerves 
supplying the rectus. 

Following incision, the occurrence of muscu- 
lar atrophy or the failure of union to occur 
per primum between the corresponding layers 
may result in weakness in the scar, If, subse- 
quently, any of the structures within the ab- 
domen protrude through this weakened area, 
one has the condition known structurally as 
hernia. When such occurs, no little discom- 
fort may follow to the individual and cause 
him to appraise an operation, satsfactory in 
every other way, as an abject failure. It be- 
hooves us. therefore, to reckon with the various 
factors which may cause an incisional hernia 
and especially so since prevention is frequently 
corollary to recognition. 

While no less than sixteen conditions may 
operate to weaken the repair of an incision, 
the two which probably determine the condi- 
tion more frequently than all the rest are in- 
fection and muscular atrophy. These two 
seem to merit some detail in discussion, 

1. Muscular Atrophy.—Perhaps the most 
frequently used incision in surgery on the 
abdomen is that passing through the rectus 
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muscle. Reference to anatomical arrangement time becomes relatively avascular and of low 


will show that the nerves supplying the recti 
enter at right angles to the direction of its 
fbres, and pass more or less horizontally across 
to the mid-line. When a longitudinal incision 
passes between these fibres, as it usually does, 
it is evident that the motor nerve supply is 
more or less completely destroyed to those 
fbres lying medial to the plane of incision. 
What happens to a muscle when its communi- 
‘ation with the cells in the anterior horns of 
the spinal gray matter is destroyed is a mat- 
ter of common knowledge. Atrophy occurs 
unless by chance regeneration of the axis cylin- 
ders quickly occurs. Unfortunately, in the case 
of motor neurones this is less apt to follow 
than in the case of sensory neurones. Not in- 
frequently, therefore, one can demonstrate 
weakness in the muscle medial to the line of 
such an incision, such weakness constituting a 
potential or actual hernia. The manner of 
preventing this sequel to incision is obvious. 
The integrity of nerve supply must be pre- 
served with the greatest care, else atrophy is 
certain to occur. Such preservation can easily 
be accomplished by displacing the rectus 
muscle laterally after its anterior sheath has 
been opened. The sheath medial to the inci- 
sion is reflected toward the mid-line, exposing 
the inner border of the muscle. Retractors 
hold the muscle out after it has been loosened 
with the fingers, and incision through the pos- 
terior sheath, fascia transversalis and _ perito- 
neum can be continued in the same plane with 
the skin incision. 

The fact that the technique requires a little 
more time and trouble is hardly a valid criti- 
cism. Aside from the added strength in the 
wound, certain other advantages obtain from 
its use. The superior and deep epigastric ves- 
sels are rarely seen when the muscle is dis- 
placed, and consequently bleeding from this 
source is rarely encountered. 

Another advantage is that the full thickness 
of an intact muscle as it falls back into place 
after closure of the posterior layers is inter- 
posed between the two most important planes 
of suture. This again promotes the accurate 
repair of corresponding layers of the abdomi- 
nal wall. 

2. Infection.—Infection as a factor in post- 
operative hernia is at times unavoidable. It 
results in indirect union of tissue through the 
medium of fibrous connective tissue which in 


tensile strength. When the use of drainage 
material is required, in addition to the fea- 
ture of infection there is the further factor of 
actual failure of approximation of tissue. 
While the defect is ultimately replaced by scar 
tissue, the disadvantage of a combination of 
a defect and of infection is so obvious that 
the association of the two should again be 
avoided whenever possible. Instead of bring- 
ing the drain out through the primary inci- 
sion, one can bring it through a small stab 
wound to one side and in this way materially 
minimize the chances of a hernia. It is no 
rare occurrence to see the primary wound, 
spared from the presence of a foreign body 
and from contamination from within and from 
without, heal by first intention under such 
circumstances. It is common knowledge that 
drains introduced for severe infections should 
rarely, if ever, emerge through the mide-line 
and experience seems to justify the generali- 
zation that they should just as rarely emerge 
through the primary incision. Observation of 
this rule is believed by the writer to have 

spared him the annoyance of incisional hernia 
in numerous instances where otherwise he 
surely would have expected it. 

One’s concepts in surgery are the reflection 
of his personal experience and his observation 
of the results of the work of others. It is on 
such concepts regarding hernia that this paper 
is based. While numerous other factors in 
post-operative hernia'are worthy of considera- 
tion, such as a pre-existing chronic bronchitis 
or urinary obstruction, it was not intended to 
discuss them at this time. I have called atten- 
tion to two factors, however, believing that 
their importance is overlooked with sufficient 
frequency as to merit especial mention. Dis- 
regard of them may result in disability greater 
than that for which operation was originally 
undertaken, while the presence of extensive 
muscular atrophy may make the cure of hernia 
difficult if not altogether impossible. 


UPPER RESPIRATORY FOCAL INFEC- 
TIONS.* 


By VANCE P. PEERY, M. D., Kinston, N. C. 
From Department of Head Specialties, Kinston Clinic. 


I shall request your indulgence if, in deal- 
ing with my subject, I repeat some points 
which have been previously emphasized by 
clinicians and research workers. The impor- 


*Read before the Seaboard Medical Association. 
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tance of the question, and the relative fre- 
quency with which a focus in the tonsils, the 
mouth, the sinus, the ears, or the pharynx has 
been overlooked in those patients coming to 
us, is the common experience of men in our 
profession who give their patients the benefit 
of a complete clinical survey. 


Focal infection is no longer a fad. A pioneer, 
Dr. Benjamin Rush, in 1801, advocated ex- 
tracting the teeth of those patients suffering 
from intractable rheumatism. Some ten years 
earlier, Eyerling, of Christiana, insisted upon 
a definite relationship between tonsillitis and 
arthritis. Rush’s idea was placed upon a more 
reasonable basis years later by Riggs, a dentist 
of Hartford, while Poynton and Paine, of Eng- 
land, gave substantial proof that rheumatic 
fever was caused by strepto-rheumaticus. In 
1909, Rosenow and Billings published the re- 
‘sults of studies, which then appeared, and have 
since proven to be, monumental in their con- 
tribution to the theory of focal! infection. 


In our experience with patients admitted to 
the hospital for treatment, where a focus is 
suspected or proven to be the cause of trouble, 
tonsils are to be considered first, in spite of the 
fact that a United States Government survey 
shows that of all surgical procedures tonsil- 
lectomy is most in the ascendancy. This is ex- 
plained in several ways. Arthritis, kidney, and 
heart lesion patients are, in a large percentage 
of cases, ill enough to be hospitalized and not 
treated as ambulants. It has also been the 
custom to treat gastric ulcer cases in bed for 
a period. Then, too, a small per cent of pa- 
tients who have had a tonsil operation, after 
careful examination, prove to have infected 
tonsillar stumps remaining. Most important 
of all, there is an apparent lack of standardiza- 
tion in tonsil examinations. I wish to make 
the point that, in spite of wholesale tonsil sur- 
gery for the last decade, the tonsil is still the 
first focus of importance in hospitalized pa- 
tients. I believe this is due, first, to the prac- 
tice of passing a tonsil as harmless merely by 
reason of its appearance and size. The ex- 
aminer takes a look, sees a small innocent look- 
ing tonsil or no tonsil at all, and looks else- 
where for the infection. Second, there is the 
taking for granted that a history of tonsil- 
lectomy means just that, whereas careful ex- 
amination frequently proves this to be er- 
roneous. I do not mean to say that the con- 
servative treatment for tonsils is in a bottle on 


the shelf, but I do believe that attitude prefer- 
able to what, from my experience, appears to 
be the common practice of passing up small 
infected tonsils and tonsillar remnants. To 
my mind, any man accepts a grave responsi- 
bility when he passes judgment on a tonsil 
without using a pillar retractor to expose the 
tonsil to clear view, expressing the cryptic con- 
tents, investigating the cervical lymph node, 
and eliciting a careful history of tonsillitis, 
quinsy, ete. 


The foci about the teeth are a close second 
in importance. In fact, I believe, considering 
the out-patients along with the hospitalized 
ones, the dental foci would be first by at least 
twenty-five per cent. Here, again, the num- 
ber of located foci leads one to suspect a lack 
of standard in alveolar examination to elimi- 
nate the presence of infection. The presence 
of a root canal filling or a devitalized tooth, 
artificial dentures, bridges, etc... indict any 
mouth, and make imperative X-ray study, 
where pathology exists which may depend 
upon a focal infection as an etiologic factor. 
No tooth which has been filled, or which is an 
anchor for bridgework, can be exonerated un- 
til filmed. The old story of the patient present- 
ing his doctor with his plates when told his 
teeth were under suspicion, no longer holds 
good. We have had several cases in our sery- 
ice where after all other possible sources of 
investigation had failed to locate the foci, an 
X-ray by Dr. Poole showed some remaining 
roots with infection present, though the pa- 
tient had worn comfortable plates for years 
with no visible signs of any teeth left. One 
case of iritis recently, very severe, gave me 
no end of trouble in the effort to combat the 
eye pathology. The possibility of remaining 
roots in the mouth escaped my notice. I was 
reminded by Dr. Paul Whitaker to have an 
X-ray of the mouth, which revealed a small 
piece of canine left with an area of rarifica- 
tion. This was taken care of by Dr. Poole, and 
the patient’s eye condition promptly and rap- 
idly cleared up. It requires a competent den- 
tist who does not allow his interest to end with 
the confines of the oral cavity, but who evinces 
interest with the internist or the specialist in 
the patient’s chief complaint, to properly han- 
dle this question. In answer to the statement 
of some very conservative men that a patient 
has only one set of teeth after a certain age, 
I would remind them that any man can live 
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much more comfortably with an artificial den- 
ture than he can with an irreparable heart, 
kidney, eye, or joint lesion. Any internist or 
specialist interested enough to follow his cases 
through operation, keeping in touch with a fol- 
low-up, and a post-mortem where possible in 
case of death, appreciates and soon learns to 
respect the diagnostic ability of a dentist who 
inquires as to results obtained and the progress 
of the cases which have passed through his 
hands. 

Sinuses I place third in frequency as a focus. 
Again we note the need of standard method 
of examination, as IT know of numerous cases 
where. after a casual inspection of the nose 
with a speculum and noting the absence of 
purulent discharge, the sinus has been given 
a clean bill of health. It is not such a simple 
matter as this, and the careful rhinologist is 
always rewarded for painstaking effort in this 
field. The symptomatology of sinusitis is 
varied. The acute sinus, which should be easy, 
is often treated as a simple head cold, la 
grippe, etc., without suspicion of sinus involve- 
ment. There is much discussion of the value 
of X-ray, transillumination, ete., but allow me 
to say that there is nothing wrong with either 
X-ray or transilumination. They are both 
valuable diagnostic aids. It requires in the 
first place an X-ray man competent enough to 
work out a satisfactory technic, and then with 
the ability to properly interpret the plate, I 
prefer a Granger and Waters position for an- 
terior and posterior plates of the sinus, then a 
side view. with our horizontal line on a level, 
for the sphenoids. Or you may direct the ray 
from below the chin to the vertex, this giving 
an excellent idea of the sphenoids. We cannot 
expect the film to be the same in each sinus 
X-rayed for suspected pathology. There is a 
wide variance in the bony wall thickness. There 
is a varied chemical and physical make-up in 
the sinus content, all the way from a thin 
watery exudate to a thick pus-containing tissue 
debris, including various stages of polypoid 
degeneration. The X-ray man and the rhinol- 
ogist, by cooperation, can do together in 
diagnosis what no one man can do alone. For 
more than two years I have occasionally used 
iodized oil in sinus diagnosis, with varying re- 
sults. Recently I had the pleasure of having 
Dr. A. W. Proetz, of St. Louis, explain the 
technic which he worked out in his displace- 
ment irrigation. I am convinced that my fail- 


ures were due to my own mistakes, and I feel 
sure that Dr. Proetz has made a definite con- 
tribution toward the handling of sinus cases. 
The use of the iodized oil certainly yields in- 
formation afforded by no other method of 
which I know. 

Recently sinus infection has come to demand 
attention in some types of chest conditions. 
To Mullin, of Cleveland, goes the credit for 
pointing out and offering clinical evidence of 
the relation between chronic sinus disease and 
bronchiectasis. For years it has been noted 
that certain sinus cases had a cough, thought 
due to aspiration, but Mullin and others, tak- 
ing into account the lymph drainage from the 
sinus through the pharyngeal chain down to 
the peri-bronchial glands, have advanced a new 
idea here. It is quite common to find in sinus 
disease a laryngo-tracheitis, generally extend- 
ing to a bronchitis. If the sinus infection is 
not taken care of in time, a well-established 
bilateral bronchiectasis may occur. The chest 
X-ray picture is characteristic in these cases, 
showing a peri-bronchial thickening, especially 
about the hilus, extending at times towards the 
periphery. Lipiodol instilled, or bismuth sub- 
nitrate powder insufllated through a broncho- 
scope, is the answer to the problem of definitely 
outlining with the X-ray any cavities or dilata- 
tions of the bronchi. Any chronic cough should 
most certainly be investigated from the stand- 
point of sinus infection, and the bronchoscope 
used in making a diagnosis of the extent of 
bronchial involvement, including, of course, 
pheumonography. 

Adenoids I mention with the pharynx, since 
this mass of lymphoid tissue found so fre- 
quently in early life in the vault of the pharynx 
does not receive the attention due it, in spite 
of the amount of advertising it has had. We 
must bear in mind that this post-nasal space 
is not constant in its shape and size, and that 
frequently the posterior ends of hypertrophied 
turbinates change the space somewhat. From 
the number of recurrences of adenoids after 
removal one is led to believe that operations 
done blindly in this field are not desirable. I 
think the failure to completely remove that 
mass of adenoid tissue in Rosenmueller’s fossa 
is the most frequent cause of unsatisfactory 
results from the operation. Of course the 
obstruction of the eustachian tubes and the 
blocking of aeration and drainage to the pos- 
terior part of the nose demand complete and 
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clean removal of the adenoids, bearing in mind 
that minimum trauma means minimum scar 
tissue in the end result. 

I believe it impossible in all cases to remove 
the adenoids cleanly with the ordinary large 
curette. To be sure, they will get the central 
mass, but they have been known to do serious 
harm, many cases of hemorrhage following 
adenectomy being due to excessive trauma to 
the posterior end of the septum or even the 
prevertebral tissues. We use these curettes, 
but, in addition, we always clean out Rosen- 
mueller’s fossa with several thicknesses of 
gauze wrapped around the finger. 


Nasal obstruction or mouth breathing in chil- 
(ren is in nearly all cases interpreted as 
adenoid hypertrophy. Recurrent attacks of 
nasal obstruction, as, for instance, with each 
head cold, call for thorough study. It is by no 
means uncommon for children to have sinus 
pathology. Of late years we are recognizing 
acute and chronic sinus infections with in- 
creasing frequency, and it is important to stress 
the likelihood of recurrent head colds, mouth 
breathing, or nasal discharge being due to a 
sinus involvement even in the very young. In 
the adult, fortunately, in most instances the 
pain and discomfort of an acute sinus demand 
relief. But there are many cases with chronic 
foci in the sinuses still going about untreated, 
with few or no obvious symptoms, or else en- 
during the discomforts of septic absorption, 
nasal discharge, and post-nasal drip, or recur- 
rent head colds, resigned to the fact that they 
have catarrh, and there is nothing much to do 
about it. These sufferers believe this because 
some doctor has told them so. To that doctor 
belongs the responsibility of allowing a patient 
to acquire perhaps permanent heart, kidney, 
joint, or lung damage, not to mention the pos- 
sible complications of sinusitis, such as menin- 
gitis, brain abscess, and so on. We are all liv- 
ing and working in an age when honesty brings 
its own reward, and for me or any one else in 
the profession to temporize and palliate symp- 
toms without competent consultation sooner or 
later brings disaster—not only to the patient, 
but eventually to our own reputation. For 
some of these people sometimes investigate for 
themselves and are liable to go to a man who 
is neither lazy nor indifferent to some question 
in the broad field of medicine which the pre- 
vious doctor considered unimportant. 


Vasomotor-hypersensitive or allergic rhinitis 
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which gives nasal discharge, blocking, ete., may 
be interpreted as sinus involvement, and in 
many cases has a concurrent sinusitis, but the 
character of the discharge, thin watery stain- 
less, yet copious, serves to help in identilica- 
tion. A careful history and sensitization tests 
are the big factors in diagnosis. Any case 
showing nose, throat, or ear symptoms, or a 
chronic cough, calls for a competent otolaryn- 
gologist’s opinion—and that most certainly im- 
plies radiologic, transilluminatory, and labora- 
tory study. In handling sinus cases after the 
diagnosis has been made, I am glad to say that 
we are able to note a decided conservative 
trend. There are many cases over the country 
today who have had more than one operation. 
In the future I am sure the question will be 
how little surgery can we do here to restore 
function, rather than the consideration of ex- 
tensive mutilating surgical procedures. Phy- 
siologic principles in this field are equally im- 
portant as elsewhere. Horsley, of Richmond, 
has been and is stressing physiology in sur- 
gery. Experiences in the past are serving to 
point the way along such lines in our own 
special field of otolaryngology. Any man, for 
instance, doing sinus surgery with considera- 
tion of ciliated epithelium and its function will 
accomplish much. Needless to say physical 
and biological laws obtain here as elsewhere. 
I do not deny the necessity of radical pro- 
cedures in the face of advanced pathology, but 
I believe these cases are in the minority, today 
more than ever before, due to our recognition 
of conditions which lead to marked changes 
and degenerations. An acute primal sinus in- 
volvement recognized and properly treated 
forestalls a legion of chronic and difficult con- 
ditions. 

The ear as a focus in the adult represents a 
comparatively small class. The ear focus itself 
is usually a result of tonsil, adenoid, or sinus 
disease. Our chronic ear cases simply reflect 
the ability of the doctor to recognize trouble 
in previously discussed sites. Many of our 
deaf cases in adult life have their counterpart 
in their beginning in that large class of cases 
which today are being taken care of by state 
and clinics, groups, and individual specialists. 

Middle ear disease in infants and children 
at present is being studied as never before. 
There will be much information to come from 
this study, and I expect in a few years, after 
the heat of discussion has died down and the 
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critical destructive attitude taken hy some men 
has moderated, that the facts will stare us in 
the face and make us wonder why post-mortem 
reports were so long ignored, along with the 
clinical reports, since a large percentage of 
these cases have been having the benefit of 
operation. Of all advances in otolaryngology 
in the past decade, I give it as my opinion 
that the work which has been done on the 
infant mastoid as a focus is the outstanding 
one. Dean, formerly of Iowa City, but now 
at Washington University Medical School, 
Byfield and Floyd, of Iowa City, Lyman, 
McMahon, Marriott, and Hartman, of Wash- 
ington University, St. Louis, have made re- 
ports from time to time of this work in re- 
lation to the acute gastro-intestinal upsets and 
the more chronic nutritional disorders. Yet, 
in spite of their publications, after talking 
with thirty-eight otolaryngologists from 
twenty-four different states, I am surprised to 
find an apparent lack of understanding of this 
subject as reported by the men mentioned 
above. I am forced to the conclusion that a 
man loses much who does not study carefully 
the current medical literature, who consigns 
reprints to the waste basket without careful 
perusal—and that the doctor who does not 
make it a point from time to time to gain per- 
sonal contact with those men doing research 
or other outstanding work, will find himself 
in arrears of current teaching. And last, but 
most important of all, that the man who utilizes 
the clinical material, however limited, with 
which he has daily contact, by careful study, 
cooperating with the internist, the surgeon, 
the pediatrician, and the pathologist, is bene- 
fited in great degree by this opportunity for 
securing first-hand knowledge. The question 
of infant mastoid infection has been raised be- 
fore this society on two previous occasions— 
at the Newbern meeting, and at Norfolk, where 
I gave you a very fragmentary report of our 
first forty cases. 
done, and are doing, more drainage operations 
with uniformly gratifying results. We have 
also been away to other larger clinics in the 
attempt to learn how to do them better, and 
the indications for such procedures as has been 
suggested by some very prominent men in our 
state. Now I will ask these gentlemen a ques- 
tion. Have you asked your pediatrician to 
allow you to post-mortem the babies who have 
succumbed to gastro-intestinal conditions‘ 


Since that time we have 
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Have you spent hours with your pediatrician 
in the study of these nutritional cases from an 
otologic standpoint? Have you studied care- 
fully the literature on this subject, or have you 
seen the men work who are reporting the re- 
sults of their studies? If not, T desire to be 
kind when I say I believe you who have been 
so vehement in your adverse criticism have 
spoken out of turn, It is one thing for a man 
to criticise in a constructive way, but quite an- 
other for him to denounce or attempt to de- 
precate a thing without some proper informa- 
tion looking toward a better solution of the 
question. 

Upper respiratory infection in early life, 
sinusitis, otitis media, and especially infection 
of the infant mastoid antrum, constitute a field 
within themselves, and we of the profession 
are deeply indebted to these men from St. 
Louis for their keen observation, and their 
scientific deductions; and as other honest and 
earnest workers follow their leads, I feel sure 
that it will only be a question of time until 
the profession as a whole will be familiar 
enough with this subject to at least prevent 
the misquoting of these pioneers, and to make 
the recognition of this class of cases an assured 
fact generally. 

Just here, allow me to call to your atten- 
tion the fact that not only are the men doing 
these drainage operations on the infant mas- 
toid misquoted by a great many men oppos- 


ing their procedure, but the statistical reports 


of their cases are interpreted in the wrong 
light. It is not claimed that the otologie pic- 
ture here is normal. The statement is made, 
however, that a baby’s eardrum may show 
comparatively slight change when there is 
gross pathology present in the antrum. We 
know this to be true, because we have operated 
on these eases, and found it so. We have never 
done such an operation after finding a per- 
fectly normal eardrum. To answer any doubt 
as to the pathology found, one has only to be 
present at operation and see the antrum filled 
with gross pus, even showing at times large 
secondary cells in the young, at times sero- 
sanguineous fluid, with the edematous lining 
membrane instead of pus. If this does not 
convince skeptics, let them follow through with 
the cultures and the microscopical examination 
of tissue and bone chippings. 

The question of a high mortality is cited. 
The average is less than 20 per cent. The 
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mortality of diarrhoeal diseases is rated at 
about 10 per cent for all classes. It is within 
that 10 per cent that we get the cases needing 
drainage operations, so if we are saving 80 
per cent of that part of the 10 per cent repre- 
sented by a focus in the upper respiratory 
tract, I consider it a rational life-saving meas- 
ure. And I believe that, as we progress, we 
will be saving not 80 per cent, but 90 per cent 
= higher, of a class which have hitherto been 
ost. 


Figures are misleading, yet it is definitely 
admitted by all that post-mortems show defi- 
nite pathology. It is not explained. nor is it 
even mentioned by many critics of this work, 
just what relation a focus may have with the 
death of a baby succumbing to intercurrent 
(liseases. From our experience with the class 
of chronic focal cases, we believe that the 
baby, devitalized as the result of a focus, 
quickly goes out, or is most certainly an easier 
prey to pneumonia, or other infectious dis- 
eases. T have seen small underweight, piti- 
ful, wizened-face, marantic infants begin to 
improve immediately following operation and 
rapidly gain weight without any radical diet 
changes. This is found in the chronie type 
of nutritional disturbance. The acute gastro- 
intestinal cases generally behave differently. 
They may have an actual rise of temperature, 
and a flare-up of all symptoms, following 
operation. This is generally temporary, and 
in a day or so they begin to quiet down and 
continue to a normal condition. This is simply 
a drainage proposition, and they must be 
drained and kept draining. If allowed to 
close in a few days, all symptoms will return. 

In children it is our practice to suspect up- 
per respiratory infection in the following con- 
ditions, and every possible diagnostic aid is 
brought to bear to rule out a focus. First, the 
infant wth a severe gastro-intestinal upset, for 
here we are dealing with an acute condition. 
We must be conservative, I will admit, but 
T claim that conservatism here consists in lo- 
cating a focus and draining it in all cases 
where food injury and an infective process in 
the gastro-intestinal tract have been ruled out. 
So, given a baby with diarrhoea. vomiting, 
which has been given adequate fluids and diet 
and still does not improve, pay careful atten- 
tion to the slightest deviation from normal in 
the ear and nose. If that baby gives a history 
of recurrent ear involvement, you may feel 
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fairly sure of locating the focus there. The 
more chronic cases of nutritional disturbances, 
such as the pale, anemic, underweight child, 
giving a history of failure to gain in spite of 
proper diet. etc., demand that a focus in the 
ears, the sinus, or the throat be excluded. 
Then all chronic coughs should be viewed from 
the standpoint of a rhinopharyngeal condition, 
and lung suppurations ruled by X-rays, bron- 
choscope, and pneumonography. The kidney 
conditions, either the glomerular or the nephiro- 
sis cases are all studied from a focal stand- 
point, the glomerular especially from the neck 
up. The nephrosis cases may have a focus in 
the chest or elsewhere, Marriott? reporting 
cases traceable to an abscess in other sites. 
The arthritic and cardiac cases require the 
same careful painstaking effort to locate the 
focus, and the treatment of all classes, of 
course, is primary eradication of any foci 
found. 

The proper study and evaluation of clinical 
data can only be obtained and correct treat- 
ment instituted in an intelligent manner with 
the close cooperation of the general practi- 
tioner, the internist, the pediatrician, and the 
otolaryngologist. 
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ACUTE ANTERIOR POLIOMYELITIS 
WITH SPECIAL REFERENCE TO THE 
EARLY DIAGNOSIS AND TREAT- 
MENT.* 


By BERNARD H. KYLE, B. S.. M. D., F. A. C. S., 
Lynchburg, Va. 


The name infantile paralysis does not cor- 
rectly describe the disease when it attacks 
older children and adults. Acute poliomyeli- 
tis, according to Amoss, is an infectious, con- 
tagious, communicable disease, resulting from 
the growth of a filter passing virus in the cen- 
tral nervous tissues, with symptoms first of a 
systemic infection, and then, in some cases, of 
those referable to lesions of the cord and brain. 
The disease may be sporadic or epidemic. 

“Why do we see so many cases of poliomye- 
litis, which are undiagnosed until paralysis 
appears? Cannot these cases be diagnosed 
earlier? Is there not a specific treatment which 


*Read before the Lynchburg and Campbell County Medical 
Society, March 4, 1929. 
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will aid us in our fight to prevent paralysis?” 
It was to answer these that Diverly, of Kansas 
City, and others, have set out to answer, Dur- 
ing the 1923 Kansas epidemic, observations 
were made in 185 cases; these followed over a 
period of two years. Of the 185 cases, 113 
were found in males, seventy-two in females. 
Seventy-seven per cent of the cases reported 
occurred during the months of July, August 
and September. Eight patients were reported 
as being under four. vears of age, seventy-two 
between the ages of four and fifteen vears, in- 
clusive, while thirty-four were over fifteen 
years. It was noted that the disease attacks 
adults as well as infants, but the resulting 
cord injury is more profound and — 
in the child; yet the mortality is greater 
adults. The svmptoms noted in this 
and described by Dr. Diverly, in order of 
their frequency, were unexplainable fever, 
gastro-intestinal upset, severe headache, pain 
and stiffness in the back of the neck, general 
muscular soreness, nervous irritability and 
sore throat. The acute symptoms lasted four 
to ten days, and the paralysis generally ap- 
peared on the third to fifth day after the on- 
set of acute symptoms. 

With few exceptions, acute poliomyelitis 
begins more or less suddenly with general 
symptoms. A previously healthy child seems 
out of sorts and listless, with loss of appetite. 
During epidemic periods, in from 25 to 40 per 
cent of all cases, a history of an upset from 
three to ten days previously may be elicited. 
Draper has described a series of such cases 
and believes that the acute attack represents 
invasion of the virus. Usually the indisposi- 
tion passes quickly and the child remains ap- 
parently well until the second phase, or defi- 
nite attack, of acute poliomyelitis is evident. 
Constipation is the rule. Fever is always 
present, from 100° to 102° F., though it may 
reach 105° F. The blood picture is generally 
accepted to be abnormal in white counts, but 
opinion is divided on the characteristics of 
this change. The spinal fluid offers invalu- 
able information to be gained by microscopic 
and chemical examinations. From the begin- 
ning of the attack abnormal findings are the 
rule. The fluid is usually clear and under 
increased pressure, occasionally turbid. The 
cell count is above normal, remaining up for 
the first few days, which is followed by an ex- 
cess of globulin which increases each day for 


a few days. In epidemic periods, diagnosis of 
poliomy elitis can be made before the onset of 
paralysis. A child with a gastro-intestinal 
upset, headache and fever, less alert and bricht 
than with ordinary fevers, somewhat cranky 
and unapproachable, should be examined more 
varefully with the possibility of poliomyelitis 
in mind. Such a child is difficult to examine. 
It is even more difficult for the consultant, as 
the patient has learned from previous exami- 
nations that stretching of the neck and back 
are painful. A few minutes devoted to miak- 
ing friends is helpful. When the patient is 
asked to bend over and place the head between 
the knees, the back is held straight and the 
patient bends only from the hips; this is the 
most constant of all signs in acute poliomye- 
litis. 

The basis of serum treatment rests upon the 
observations of Romer and Josephs that im- 
mune bodies are present in the blood of re- 
covered cases, The experiments of Flexner 
and Lewis show that the injection of such 
serum delays and may prevent altogether the 
development of paralysis in monkeys previ- 
ously inoculated with the virus. In the ab- 
sence of any immune animal serum, recourse 
must be had in human convalescent serum. 
During the past few years the technique has 
been improved and many observers have re- 
ported excellent results with human _ polio- 
convalescent serum when injected into the 
blood stream. However, human polio-conva- 
lescent serum is not always obtainable. 

Rosenow, working on the assumption that 
anterior poliomyelitis is caused by a certain 
strain of streptococcus, has produced an im- 
mune horse serum for the treatment of the 
disease. Rex. L. Diverly, of Kansas City, dur- 
ing the epidemic of 1925, used Rosenow’s serum 
in “fourteen cases, as follows: “Strict isolation, 
early and repeated spinal drainage to keep the 
pressure down, followed by antipoliomyelitic 
horse serum, given directly after the spinal 
drainage. From this brief series of cases, the 
following conclusions are justifiable: The 
cases treated with Rosenow’s serum showed a 
more rapid recovery and the pa ‘alysis was not 
so profound and extensive as in the untreated 
cases. The effect of spinal drainage on the 
acute symptoms was almost phenomenal, the 
symptoms disappearing for the most part a 
very short time after the drainage and only 
appearing when the spinal pressure again was 
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raised above normal. The death rate in the 
treated series was much smaller than in the 
untreated cases.” 

The monkey in which the virus was neu- 
tralized with human serum showed very few 
signs of illness. The monkey in which the 
virus was neutralized with Rosenow’s serum 
showed a definite paralysis, but a complete re- 
covery was noted with human convalescent 
poliomyelitic serum and antistreptococcic polio- 
myelitic serum of Rosenow is capable of neu- 
tralizing the virus of poliomyelitis. The ex- 
periments tend to demonstrate, however, that 
the neutralization is more complete with 
human convalescent serum. After seven days 
following the administration of human conva- 
lescent serum, the monkey with infantile 
paralysis was well and normal. Blood has 
been taken from recent convalescent patients, 
in Lynchburg—blood is of value taken from 
convalescent patients from beginning of con- 
valescence to five years following convales- 
cence—who are free of infectious diseases and 
the blood Wassermann negative. inactivated, 
and placed in the ice box where it will keep 
for an indefinite period. This serum is being 
prepared for any future acute cases that may 
occur in and around Lynchburg. It must be 
given early, or it is of little value. Infantile 
paralysis, unlike the acute infectious diseases 
of childhood, occurs during the summer and 
fall months, disappearing with the coming of 
frost and snow. 

This brief paper does not attempt to go into 
details with reference to the symptoms, diag- 
nosis and differential diagnosis, but more to 
emphasize the early giving of human con- 
valescent serum, with a hope that the State 
Board of Health of Virginia will furnish this 
serum throughout the state by aeroplane or 
automobile. 


ConcLusions 


1. Poliomyelitis can be diagnosed prior to 
the onset of paralysis. 

2. Microscopic and chemical examination of 
the spinal fluid will confirm the diagnosis. 

3. Human convalescent serum, if given prior 
to onset of the paralysis, will, in the majority 
of cases, cure the patient in seven to ten days. 

4, Spinal drainage is necessary to relieve the 
pressure. 

5. Human convalescent serum will keep in- 
de nitely at the proper temperature. 


[ July, 
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LIPIODOL—ITS VALUE AND LIMITA- 
TIONS IN THE STUDY OF DISEASES 
OF THE CHEST.* 

By ELIZABETH H. EDMUNDS, M. D., Richmond, Va. 

At present the use of opaque substances in 
the study of pulmonary affections has reached 
a stage of exactitude comparable to their use 
in the study of gastro-intestinal diseases. In 
1905 Chevalier Jackson! insufflated bismuth 
subearbonate into the bronchi. In 1922 Sicard 
and Forestier? and Leroux® first used lipiodol 
for lung-mapping. Since then it has been 
widely used and a large amount of literature 
has accumulated on the subject. 

Lipiodol is 40 per cent iodine in poppy-seed 
oil; is non-irritating and practical!y non-toxic; 
and is an excellent contrast medium. Several 
similar preparations are marketed which ap- 
pear to have no advantages over lipiodol. 


Meruops oF Inrropuction 

A number of methods of introducing oil 
into the tracheobronchial tree have been used. 
One of the simplest is the supraglottic by 
which the oil is dropped into the larynx from 
above. In the transglottic method the oil is 
injected through a long curved cannula intro- 
duced into the larynx or through a soft rub- 
ber catheter. A method advocated especially 
by the French and by workers with children 
is the subglottic or intercricothyroid, After 
anaesthetization of the skin and subcutaneous 
tissues, the cricothyroid membrane is pune- 
tured with a curved, hollow needle and the 
oil introduced directly into the trachea. 

The bronchoscopic method is simply the in- 
troduction of oil through the bronchoscope. 

Iglauer* has reported an ingenious scheme 
of injecting the oil through a modified intuba- 
tion tube with double channel, one for the oil, 
the other for breathing. 

Finally, Nather® has devised a swallowing 
method which is apparently the simplest of 
all, but in the few in which I have seen it 
tried it was entirely unsuccessful. 

Good results can be obtained by almost any 
of these methods and each worker is apt to 
use the one with which he is most conversant 


FP before the Richmond Academy of Medicine, February, 
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and most successful. It is well, however. to be 
familiar with several methods, as all cases are 
not adapted to any one method. The broncho- 
scopic method enables one to place the opaque 
substance at will in any part of the bronchial 
tree. and at the same time the diseased area 
may be visualized, secretions aspirated, and 
sections removed for microscopic examination. 
These are great advantages which are offset 
in the majority of cases by the technical diffi- 
culties which necessitate a highly trained 
worker. 

The usual amount of oil given is 15 to 20 
e.c., though frequently surprisingly good re- 
sults are obtained with small amounts of even 
5 ce. As oil enters by gravity and aspira- 
tion, it is best to have the patient inspire 
deeply during injection. The oil should be 
warmed to facilitate its flow and to prevent 
irritation. The lipiodol may meet with ob- 
struction, such as stenosis, or compression of 
a large bronchus, abundant pathological secre- 
tions, or insufficient thoracic aspirations. It 
frequently happens that when one method 
fails another will be successful in a given pa- 
tient. It is important to examine the patient 
by the fluoroscope immediately after the oil 
is introduced to determine whether it is in the 
desired location, and because often valuable 
information is obtained this way that would 
be lost if plates alone were taken. Pneumo- 
grams should be made without delay because 
the picture changes rapidly under the influence 
of cough and respiratory activity. The densi- 
ties shown by the X-ray persist on an aver- 
age for ten days or two weeks, but may per- 
sist for many months and cause shadows which 
lead to erroneous interpretation if knowledge 
of their cause is lacking. 


Dancers DisapvANTAGES 

Archibald and Brown® sound a warning note 
on the dangers of introducing iodized oil into 
the tracheobronchial tree. They mention all 
possible dangers apparently, but say that, 
while the dangers in no way militate against 
the use of the oil, it is well to bear in mind 
their existence. Each method of administra- 
tion has its own potential dangers. From my 
own observation I would conclude that the in- 
tercricothyroid method carries the greatest 
hazard. In this method the dangers are pres- 
ent of laryngeal edema, local sepsis, and a 
false passage. Several times I have seen de- 
posits of lipiodol in the subcutaneous tissues 


resulting from a failure to get all of it into 
the trachea but no harm seemed to come of 
it. I saw one fairly severe case of local sepsis 
following this method of introduction in a 
ease of bronchiectasis with unusually abun- 
dant, foul expectoration where it was thought 
the sepsis was due to leakage of sputum 
through the puncture hole, There were two 
cases of laryngeal edema with dyspnea, stridor, 
hoarseness, and all the discomfort and acute 
anxiety that accompany these symptoms. Both 
patients recovered, but one was regarded as 
in a very serious condition and caused this 
method of administration to be in some dis- 
repute at Bellevue Hospital and to be largely 
replaced by other methods. 

There is the possibility of iodism. A num- 
ber of cases have been reported, but their 
mildness, their rarity, and the slow rate of 
absorption of the drug would indicate that 
iodism is not of great importance unless the 
patient’s tolerance is low. Todism apparently 
results more from absorption from the stom- 
ach than from the bronchial mucosa. If con- 
siderable of the oil reaches the stomach, lavage 
may be resorted to. While in Bellevue Hos- 
pital when learning to inject lipidol and see- 
ing other house officers learn, I saw larger 
and smaller amounts of the oil reach the stom- 
achs of a number of patients, but in none of 
them did its presence there appear to produce 
undesirable effects, and never was it necessary 
to remove it. I never saw a case of any de- 
gree of iodism follow lipiodol injection. 

In tuberculous patients the iodine may brinz 
about a sensitization effect with activation of 
quiescent disease, or, from the usual conges- 
tive action of iodine, add an acute process to 
the already present pathological process. 
Lichwitz! reports an acute extension in a case 
of pulmonary tuberculosis and advises against 
its use in this disease. Armand-Delille and 
Moncrieff? report a case of acute iodism and 
edema of the larynx. Miller and Eglee® re- 
port a fatal case, diagnosed as cerebral embo- 
lism, following injection of lipiodol into a 
thoracic sinus. 


Some InpiIcaTIONs FOR THE INJECTION OF 
Iopizep Ow 
That this method is useful in the study of 
normal lungs has already been indicated by 
the work of Ballon.° 
It may be of value in determining stenosis 
of the trachea or bronchi, displacement of these 
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organs, or fistula, It is of value in the differ- 
entiation of peribronchial infiltrations and 
chronie bronchitis from bronchiectasis. In 
some cases of tumor of the lung it may give 
information as to diagnosis, location, and ex- 
tent, especially in determining constriction 
of the bronchi. Patients with lung abscess 
should be studied by this method to deter- 
mine extent, localization, and communication 
with a bronchus. 

In pulmonary tuberculosis it is useful in 
determining the presence and extent of cavi- 
ties which did not show up definitely on ordi- 
nary X-ray, and in differentiating cavities 
from annular shadows or localized pneumo- 
thoraces. 

It is of inestimable value in cases that have 
had an operation for thoracoplastic collapse 
in that it is the only way the thoracic surgeon 
has of determining the true condition of the 
collapsed lung. On account of the density of 
the surrounding tissue, any cavities that re- 
main are hidden in the ordinary X-ray. With 
lipiodol the cause for failures or imperfect. re- 
sults may be explained. 

Cases under consideration for surgical treat- 
ment for a presumably unilateral bronchi- 
ectasis should have bronchograms to deter- 
mine the presence or absence of lesions in the 
opposite lung. 

Lipiodol injected in small amounts into a 
pleural cavity will give exact information of 
its limits, and is the only way such informa- 
tion can be obtained in large effusions. 

It is in the study of bronchiectasis that the 
bronchogram reaches the height of its useful- 
ness. Before the use of lipiodol the diagnosis 
of bronchiectasis could hardly be made until 
the patient had reached a most distressing 
state. Now early lesions can be detected. 
With lipiodol the pictures are characteristic, 
and when the lesions are behind the heart 
shadow or below the level of the diaphrag- 
matic shadow, they make a positive diagnosis 
which would have been impossible otherwise. 
According to the work of Rist, Jacob, and 
Trocme,” all patients showing a triangular 
mediastinal shadow on X-ray should be inves- 
tivated by lipiodol for these workers found 
bronchiestasis present in almost every case 
with this finding. Thus their work shows that 
mediastinal pleurisy is associated with cer- 
tain bronchiestases, more particularly with 


those developing in the area of the principal 
lower bronchus. 

Mullin says practically all cases of bronchi- 
ectasis are associated with sinusitis. Any ob- 
stinate case of sinusitis and any case of unex- 
plained chronic cough, whether apparently 
associated with upper respiratory infection or 
not, should have a pneumogram made. This 
applies also to cases of purulent expectora- 
tion, especially to those giving a history of 
previous pneumonia, or of aspiration of a for- 
eign body, or of any operative procedure 
about the mouth, such as tonsillectomy or the 
extraction of teeth. 


INTERPRETATION OF X-Rays Arrer INJECTION 
or Lipiopo. 


This requires a great deal of study and it 
is to be expected that as our knowledge in- 
creases interpretation will reach a greater 
stage of exactitude. A positive image with 
exact morphological characters has an abso- 
lute diagnostic value. Bronchiectasis with its 
shadows like a bunch of grapes or the fingers 
of a glove shows such a postive image. A nega- 
tive image has only a relative value and is to 
be interpreted with caution, since the lipiodol 
may not have reached the desired area. Doubt- 
ful images of difficult interpretation are fre- 
quent. For instance, in an anterior view the 
bronchi may appear unduly large because they 
are near the surface and so simulate the cylin- 
drical type of bronchiectasis. The sharply 
terminated bronchial shadows as seen in em- 
physema may resemble dilated bronchi. Many 
conditions, like various fistulae, are easy of in- 
terpretation. Sometimes simply a drop of oil 
will reach a cavity and be shown freely mov- 
able in it, and for diagnostic purposes this 
is just as good as if the cavity were filled. 

In abscesses the cavity is often difficult to 
fill, probably due to the presence of inspissated 
pus, but the sharp discontinuance of the 
bronchogram in a certain area in an otherwise 
well visualized picture may be just as diag- 
nostic as the well filled lesions of bronchiecta- 
sis. 

In tumors of the lung the lipiodol may stop 
abruptly, but often a constriction is apparent. 


CoNnTRALNDICATIONS 
Lipiodol is contraindicated after recent 
hemoptysis, in acute active tuberculosis, and 
in acute affections such as occur in the early 
stages of cold and influenza, in very extensive 
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and advanced pulmonary suppurations when 
the patient is in poor general condition, and 
in advanced circulatory complications. Then 
there are many cases in whom no further in- 
formation can be expected from the study of 
bronchograms than from the more ordinary 
methods of study. It is only in cases in whom 
the diagnosis is doubtful, or there are unex- 
plained symptoms, or further information is 
desired in regard to the location, character, or 
extent of the lesions, that the use of this 
method is justified, and then often very sat- 
isfactory results are obtained. 


Possiste Tuerarevric Errrecr 


A number of observers, among them Dr. 
Cole, here, and Drs. Miller and Eglee, of New 
York, have reported symptomatic improve- 
ment following injection of lipiodol. This is 
noted particularly in relief of cough and de- 
crease of expectoration in cases of chronic 
bronchitis, asthma, and bronchiectasis. It is 
very possible that we may note improvement 
after periodic injections of lipiodol, especially 
as we may expect to learn more about these 
diseases as our experience increases in the in- 
terpretation of bronchograms. Mv impression 
is that a considerable proportion of patients 
injected were improved, but the cases to be 
treated in this way should be selected with 
care if good results are to be obtained. 


SuMMaARY 


1. A number of methods of administration 
have been described, all of which have certain 
advantages. It is desirable that clinicians be 
conversant with more than one method, so that 
the method may be fitted to the case. 

2. The method of study is practically harm- 
less except in certain cases of pulmonary tuber- 
culosis when an acute process may be precipi- 
tated. 

3. Pneumograms are of definite value in 
stenoses, broncho-pulmonary and pleural fistu- 
lae, and in certain cases of pneumothorax, es- 
pecially those with large effusions. 

4. In bronchiectasis the pneumogram reaches 
the height of its usefulness particularly in the 
diagnosis of lesions behind the heart or below 
the level of the diaphragmatic shadow. 

5. It is of real value after thoracoplasty in 
giving a clearer picture of the shadows which 
remain hidden in ordinary X-rays. 

6. As yet it has added little to our knowledge 


of chronic bronchitis, asthma, and the average 
case of tuberculosis. 

7. In lung abscess, lipiodol often fails to en- 
ter the cavity, but this may be of positive diag- 
nostic value. Likewise, in lung tumor the 
bronchogram is of only relative value. 

8. A positive pathological picture is of 
definite value, but a negative picture is of only 
relative value, as, for various reasons, the oil 
may not have reached the pathological area. 
Doubtful pictures should be disregarded. 
There is room for erroneous interpretation. 

9. The bronchogram is indicated in cases 
in which the ordinary methods of study are 
inadequate. It is justifiable to expect the 
bronchogram to become more valuable as 
knowledge of its interpretation increases. The 
prevailing impression that lipiodol gives 
symptomatic improvement should be either es- 
tablished or disproved. 
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SOME APPLICATIONS OF ELECTRICITY 
IN MEDICINE.* 
By MARK. W. PEYSER, M. D., Richmond, Va. 

There are but two forms of electric currents 
—constant and alternating. The constant cur- 
rent is known also as the direct or continuous 
or galvanic. So long as it is flowing through 
the body, there is no neuromuscular action, 
but let it be made or broken, muscular con- 
traction immediately ensues provided complete 


*Read at a meeting of the Stuart Circle Hospital Clinical 
Club, February 13, 1929. Revised and read at a meeting of 
the Richmond Academy of Medicine, May 14, 1929. 
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degeneration has not occurred. The current 
being possessed of polarity, the strength of 
contraction depends upon the active pole. 
With a small amount of current, contraction 
occurs first at the negative pole on the make; 
and as the change in intensity is gradually 
increased, contractions appear in the following 
order: At the positive pole on the make, then 
on the break, and, finally, as the intensity of 
the current is advanced, at the negative pole 
on the break. If degeneration has occurred, the 
effect is reversed—contraction ‘rst appearing 
on the make at the positive pole. 

The effects of the two poles differ widely in 
other respects, and in order to make use of 
this modality intelligently, these effects must 
be known. Otherwise, the operator is apt to 
get results the opposite of those he wishes; and 
it is because of this lack of knowledge that 
galvanism was held in low repute. 

The positive pole attracts acids; it is sooth- 
ing, antiseptic, astringent, tissue-hardening, 
leaving a hard, unyielding scar, and is vaso- 
constrictor. 

The negative pole attracts alkalies, is hemor- 
rhagic, productive of pain, liquefies and dis- 
integrates tissues, is caustic, leaving a soft, 
pliable scar, and is vasodilator, 

With these properties, indications for ap- 
plications are clear-cut: The positive should 
be the active pole in such conditions as neural- 
gias, neuritis, arthritis, metrorrhagia, menor- 
rhea, endometritis, cervicitis, cervical erosion, 
ulcer, cystitis, atonic constipation, paralysis, 
especially in the presence of degeneration, the 
current being made and broken either by hand 
or rheotome, or employed in the surging form. 

The negative should be the active pole in 
such conditions as warts, moles. redundant 
hairs, strictures, pin-hole os, etc. The effect 
of this pole in the last two conditions is, in 
my opinion, far superior to the usual surgical 
procedures. Results, once achieved, are perma- 
nent. Applications, first continuous then in- 
terrupted, in cases of undeveloped uteri with 
narrowed canals constitute the best treatment 
for this condition. 


A typical case was that of a young woman, aged 
24 years, married four years, and anxious to have 
children. The uterus was anteverted, undeveloped, 
and the os so stenosed that the ordinary sound 
could not be passed. Five galvanic treatments were 
given in October, 1910, with interrupted faradism, 
interspersed, for muscular development. The suc- 
ceeding period was comparatively painless. During 
November, six treatments, with occasional high fre- 
quency, were given. Three months later, news of 
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her pregnancy was received, and she was success- 
fully delivered at term. 


Two patients with conditions similar to the fore- 
going are now under treatment. In neither could 
a number 11 sound be passed. In one, this sound 
passed immediately when using the negative pole, 
and was followed by a number 20 which required 
10 minutes to pass the internal os. During the third 
treatment, a number 24 was passed almost to the 
fundus after the number 20 had been previously 
introduced. A few days after this, menstruation 
came on painlessly. 

In the other patient, who now comes to the 
Physiotherapy Department of Stuart Circle Hospit»] 
for treatment, a number 20 was passed after 15 
minutes: and at the next treatment, after 5 min- 
utes. Since this article was written, the patient 
has had two painless periods. 


The alternating currents used in medicine 
are the faradic, the sinusoidal, static. and the 
high frequency currents—D’Arsonval, Oudin 
and Tesla. 

With the introduction and gradual perfec- 
tion of the sinusoidal current, the use of the 
faradic has declined; but the latter is of value 
in diagnosis of neuromuscular conditions; in 
feigning; to distinguish between central and 
peripheral paralysis; and between real and ap- 
parent death. 

The pain of neuralgia may be cured by fara- 
dization if pressure upon the affected nerve 
causes increase of pain. If pelvic pain is in- 
creased by mild galvanization and is relieved 
by faradization, one may be sure of the ab- 
sence of pus. If, however, faradization does 
not relieve, pus will be found to be present 
( Neiswanger. ) 

The faradic current is frequently curative 
in recent cases of Bell’s paralysis due to ex- 
posure, to rheumatism and other toxic condi- 
tions. 

The faradic current and the commercial al- 
ternating currents differ from the sinusoidal 
in that the cycles of the latter are uniform, and 
are thus able to produce muscular contractions 
that are comparatively painless. Moreover, 
the sinusoidal current has the power of stimu- 
lating to contraction unstriped muscle-tissue, 
a property not possessed by other alternating 
currents unless applied directly. This is due 
to the fact that the cycles are not only abso- 
lutely regular, but that they can be so timed 
as to produce the number of stimuli necessary 
to set up peristalsis of the visceral organs. 
Skeletal muscles require a far greater number 
of stimuli to cause their contraction. So, in 
treating, say, for atonic constipation with from 
twelve to sixteen contractions per minute, the 
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abdominal muscles will barely contract, while 
normal peristalsis may be observed in the 
colon. 

The sinusoidal current is indicated in all 
forms of paralysis, in muscle atony, and in 
wasting incident to joint trauma, fractures, 
chronic sprains and dislocations, flat feet. 
muscularly induced curvatures of the spine re- 
sulting in malposition; abdominal flaccidity 
from whatever muscular origin: atony and 
muscle wasting in consequence of long conva- 
lescence. (Pacini, Service Suggestions, Sep- 
tember-October, 1925.) 

It is beneficial in visceral ptoses, in some 
‘ases Of prostatic enlargement, and for gall- 
bladder drainage; and it should find use in 
uterine subinvolution; in a sluggish, dilated 
uterus in the second stage of labor; and in 


uterine hemorrhage. 

The effects of the galvanic and sinusoidal cur- 
rents are well exemplified in the case of a young 
man now under treatment for drop-foot and drop- 
wrist. When first seen, the reaction of degenera- 
tion was apparent in the affected leg, and there was 
no response to sinusoidal stimuli. Treatment was 
begun with a slow, surging galvanic current, test- 
ing after each sitting with the sinusoidal. Regene- 
ration was accomplished after about ten such treat- 
ments, and sinusoidal therapy was then begun. He 
can now flex the foot and spread the toes; swelling 
at the joint has diminished, and circulation has im- 
proved. He can now write, which he was incapable 
of doing before treatment. During the course, ting- 
ling began in the left hand, but was soon abolished 
by transferring one of the electrodes to the corre- 
sponding arm, thus making the circuit through both 
forearms and hands. 


The sinusoidal is a low voltage, low fre- 
quency current, i. e., its alternations number 
from about ten to 200 per second. When 
alternations reach about 10,000 per second, or 
when galvanic interruptions occur at that rate, 
neuromuscular response, or ionization, as the 
case may be, ceases, and, so far as we know, 
no physiologic, certainly no therapeutic, action 
occurs. 

When the alternations are very much in- 
creased, 500,000 to 1,000,000 per second, we are 
in the range of high frequency currents. Such 
a current, when passed through the tissues, is 
converted into heat more penetrating, in the 
case of the D’Arsonval current, than any other 
modality now known; hence the universality 
of its application. As has been said by Kovacs, 
of New York, “the effect of this heat is in- 
comparably greater than can be obtained by 
radiant light and heat or hot compresses, 
which merely heat the surface. Heat exter- 
nally applied cannot penetrate on account of 


the skin resistance and of the circulating blood 
which, as part of the heat regulating mechan- 
ism, will tend to distribute the heat.” - 

In addition to the physiologic action of heat 
on the tissues, converting passive into active 
hyperemias with all that this connotes: increas- 
ing metabolism, increasing erythrocytes, in- 
creasing leucocytes, there is its direct action 
upon pathogenic organisms. 

When the D’Arsonval current is applied gen- 
erally by means of an insulated pad, the 
method of treatment is called autocondensa- 
tion. The most evident effect is lowering of 
the blood-pressure, well-illustrated in a case 
recently treated in the Physiotherapy Depart- 
ment. At the beginning of the first treatment, 
systolic pressure was 230; after twenty minu- 
tes, it had fallen to 185, nor did it rise above 
that figure during the whole time that the pa- 
tient was under treatment. 

Autocondensation is indicated, then, in hy- 
pertension, with or without arteriosclerosis 
(uncomplicated by low systolic or high dias- 
tolic pressure or myocarditis): and also in 
dysmenorrhea, amenorrhea, and the meno- 
pause; arthritis, neuritis, neuralgia, neuras- 
thenia without irritability, insomnia, etc. 

The term diathermy is used when the D’Ar- 
sonval current is applied locally by means of 
flexible metal plates or other suitable elec- 
trodes. It has few contraindications. Pus 
should be evacuated, and focal infections cor- 
rected previously to its employment, It is in- 
dicated in nearly every inflammatory condi- 
tion, acute or chronic, and recently, good re- 
sults from its use in angina pectoris have been 
reported. 

Genitourinary and gynecologic diseases pre- 
dominate in our work here: trigonitis, prosta- 
titis, cervical catarrh and erosions, endome- 
tritis, dysmenorrhea, salpingitis, pelvic exu- 
dates, ete. Of three cases of trigonitis, treat- 
ment of one was successful, of the others an 
almost utter failure. End results in the gyne- 
cologic cases have been much more satisfac- 
tory. Sciatica, arthritis and neuritis have been 
benefited in the majority of cases. 

Perhaps the most spectacular success has fol- 
lowed the use of diathermy in pneumonia. 
Stewart, of New Haven, was the pioneer in 
this work. In an experimental study of 
diathermy dealing with the elevation of tem- 
perature in the .pneumonic lung, Christie, 
Ehrich and Binger state in the Journal of 
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Experimental Medicine, May, 1928, that “two 
of them previously showed that the systemic 
temperature can be raised by this method, but 
that there is relatively little local heat de- 
veloped in the normal lung. Thermocouples 
placed in the lobes of anesthetized dogs seldom 
registered more than 04° C. higher than 
simultaneously recorded rectal temperatures. 
This is true in spite of the fact that the high 
frequency current produced by a diathermy 
machine actually penetrates the body and 
passes through the lungs, generating heat in 
the tissues it traverses. Why there is no 
marked local elevation of temperature in these 
tissues has been shown to be due to the fact 
that the heat generated is rapidly dissemi- 
nated through the body by the circulatory 
blood. The blood leaving the lungs can be 
shown to have been heated by the current. If, 
however, the pulmonary circulation to one lung 
is interrupted, a precipitous rise in tempera- 
ture occurs in the ischemic lung. The degree 
of local heating which occurs under these cir- 
cumstances will depend upon the extent of in- 
terference with the pulmonary circulation. 
This can be shown by interrupting the flow 
of blood through one branch of the pulmonary 
artery, leaving the veins patent and the bron- 
chial circulation intact. There results from 
this procedure an increase of temperature in 
the ligated lung amounting to 1.5° C. in ex- 
cess of the temperature in the normal lung. 
The increase occurs immediately after the 
artery is clamped, while the subsequent rate of 
heating is similar to that in the control lung. 
When, on the other hand, the veins to one lung 
are ligated, the local heating is far greater. 


“From the foregoing, the implication seems 
obvious that a disease process accompanied by 
impairment of local circulation may be ex- 
pected to provide conditions consistent with 
the production of local heat by the passage of 
high frequency currents through the region 
involved. That the pulmonary consolidation 
of pneumonia represents a disease process in 
which local circulatory impairment exists, 
there is evidence to believe. The present study 
was undertaken for the purpose of discovering 
whether the consolidated lobe could in fact be 
heated above the temperature of the unin- 
volved, relatively normal lung tissue. Though 
the pathological lesions which presented them- 
selves in the experiments were not perhaps 
identical with those commonly seen in human 
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lobar pneumonia, they, at least, may be said 
to simulate this condition and to represent a 
more or less complete consolidation of a lobe, 
or the major part of it. 

“The authors have found that such a con- 
solidated lobe can be heated by a diathermy 
current of the strength generally used in 
therapy to a point approximately 1° C. to 2° 
C. above the temperature of the surrounding 


normal lobes.” 

We have had under treatment within the past 
six months, in Stuart Circle Hospital, two cases of 
post-operative and one of bronchopneumonia, al! of 
the patients recovering. In the first case, the at- 
tending physician cast some doubt upon diatherinv 
being the determining factor in the cure, though 
the surgeon stated that conditions began to improve 
after the first treatment. 

There was no doubt, however, about the second 
case. Treatment was instituted within two hours 
after the presence of the disease was discovered, 
and repeated six hours later. Beginning at 9:00 
A. M. on the next day, three treatments were given, 
the intervals being six hours, the temperature drop- 
ping to normal before the third one was begun. 
Two treatments were given on the third day of the 
disease. No other measures looking to cure were 
employed. 


Previously to reading the article quoted, we 
had observed a similar condition when using 
a yaginal or intra-cervical electrode with an 
inserted thermometer. After reaching an ele- 
vation of from 110° F. to 112° F. or more, 
the temperature invariably falls to 104° or 
106° F., and this we ascribed to the conversion 
of a stasis into an active hyperemia. The ex- 
periments undertaken by the authors proved 
the theory to be correct. 

Mirimanoff, quoting the results of experi- 
ments with diathermy on the gastro-intestinal 
tract (Influence of Diathermy on the Gastro- 
Intestinal Tract, A. J. Phys. Therapy), says 
that it has been proved that this agent raises 
intra-stomachal or intra-intestinal tempera- 
ture 3° C in from a half to one hour; that it 
quickens and strengthens, under normal con- 
ditions, gastric peristalsis; and that in py- 
lorospasm without organic obstruction, empty- 
ing of the stomach is notably accelerated, thus 
lessening the pain. 

Under normal conditions, he cites, diathermy 
does not modify the gastric and intestinal se- 
cretions either quantitatively or qualitatively: 
but it is agreed that it lessens regularly and 
markedly the gastric hyperacidity accompany- 
ing, for instance, duodenal ulcer. 

He concludes that diathermy is indicated in 
(1) diseases in which painful phenomena are 
present, such as gastralgia and gastric attacks 
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(tabes), painful dyspepsia and gastritis, solar 
syndrome, chronic appendicitis; (2) in spas- 
tie conditions, such as cardiospasm, nervous 
pylorospasm in adults, pylorospasm of the new- 
born, aerophagy, nervous vomiting and spastic 
constipation; (3) conditions having a secre- 
tory action, such as hyperacid., chronic gastri- 
tis, and certain cases of gastric and duodenal 
ulcers, and in mucous colitis. 

It is not my intention to give the technics 
of diathermy, but it may be said that before 
the application of the current the patient 
should be made as comfortable as possible, and 
that every detail should have the greatest care 
in order to achieve success. The individual 
subjected to a faulty technic whereby the treat- 
ment is made disagreeable, or one who has 
been burned, dreads diathermy. The frame of 
mind of the patient is a large factor in the 
success or failure of any method of treatment. 
It majors in physiotherapy. Electricity is al- 
ways associated in the lay mind with shocks, 
and the new patient comes with fear and 
trembling—fearful of the ordeal he imagines 
he is to suffer, and frequently actually tremb- 
ling because of the fear that has been implanted 
by some one who has probably been roughly 
handled. 

A second factor, of equal importance, is the 
chronicity of the case. Physiotherapy is often 
a last resort, but the patient and sometimes the 
attending physician expect a cure, certainly 
improvement after the first two or three treat- 
ments. In some cases, three treatments have 
been successful; in the majority, they have not, 
and specifying a particular number with the 
expectation of cure is comparable to expecting 
a certain number of doses of a medicine to 
cure a particular disease. A third factor to 
be considered is that no single form of physio- 
therapy should always be relied upon; fre- 
quently other methods, medical or physical, 
or both, should be used concomitantly. 

19 South Boulevard. 


FRACTURE OF THE SKULL.* 

By HERBERT H. SCHOENFELD, M. D., Washington D. C. 

In a review of the death certificates of the 
District of Columbia for the years 1900, 1910 
and 1920, I find a very definite increase in the 
percentage of deaths from fracture of the skull, 
both in relation to the total death rate and to 
the deaths from all external and violent causes, 


*Read before the Medical Society of the District of Columbia, 
November 21, 1928. 


as well as an increase in the total number of 
deaths from such injuries. 

The figures show: 

In 1900, there were twenty-three deaths from 
fracture of the skull. These compose .38 per 
cent of the total deaths and 11 per cent of 
the deaths from external and violent causes. 

In 1910, there were fifty-five deaths from 
fracture of the skull. These compose .84 per 
cent of the total deaths and 15 per cent of 
the deaths from external and violent causes. 

In 1920, there were fifty-eight deaths from 
fracture of the skull, These compose .89 per 
cent of the total deaths and 16 per cent of 
the deaths from external and violent causes. 

I further find that the causes of fractured 
skulls are mainly the conveniences of modern 
life, particularly the automobile, there being 
a rise in the percentage of fatal fractured 
skulls due to this cause from (0 in 1900 to 45 
per cent in 1920. 

Infection, apparently, is the least factor in 
the majority of these deaths and I found only 
two cases out of 136, in which the immediate 
‘ause of death was given as meningitis. 

I have just reviewed the records of fifty- 
eight cases at the Garfield Memorial and Chil- 
drens Hospitals, the study of which showed 
a total mortality of ten, or 17. 2 per cent. Of 
these, sixteen, or 27.6 per cent were operated 
on, with a mortality of seven, or 44 per cent. 
The unoperated group, consisting of forty- 
two cases, showed a mortality of three, or 7.1 
per cent. The deaths occurred—six within 
twenty-four hours, two within seven days and 
two after seven days. 

These figures demonstrate, conclusively, the 
seriousness of cranial injuries and, perhaps, 
the lack of efficacy in our treatment of them. 
Consequently, my excuse for bringing up a 
discussion at this time. 

Fracture of the skull, of itself, in the vast 

majority of cases, produces no symptoms, ex- 
cept, the primary shock involved, The symp- 
toms and signs are due to the concomitant 
cerebral injury, or to pressure, local or gen- 
eralized, on the brain. 

Fracture of the skull is classified in several 
ways, most commonly as follows: 


According to the mechanism of production, 
as bursting or bending 

According to the presence or absence of a 
communicating wound, as simple or compound 
fractures; 


fracture; 
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According to the form assumed by the frag- 
ments, as linear, comminuted, depressed, per- 
forating fractures, or by diastasis: and 

According to the situation, as fractures of 
the base or of the vault. 

There may be various combinations of these 
groups in the same injury. 

The mechanism of fracture of the skull is 
a very intricate, interesting subject, too broad 
a subject to be dealt with at this time. 

From the practical standpoint, in so far as 
treatment is concerned, unless the fracture is 
of a compound type, in which case early opera- 
tion is performed, primarily, for the purpose 
of toilet, our treatment should be outlined upon 
the diagnostic features of the cerebral involve- 
ment. 

The diagnosis of intracranial injury or com- 
pression is made upon the symptoms and signs. 

The subjective symptoms of intracranial 
lesion are few. The principal ones are, first, 
headache, which may be associated with ver- 
tigo and dyspnoea. The headache may vary 
in intensity from a heavy feeling or dull ache 
to the splitting or bursting headache. Its dis- 
tribution is usually fairly generalized but, 
more particularly, over the frontal area, the 
occiput and the vertex. Nausea is the other 
common symptom. It may be associated with 
vomiting, particularly if a short time after the 
ingestion of food. 

For practical purposes, the signs of fracture 
of the skull may be classified as immediate, or 
early signs, and later signs. These phenomena 
merge one into the other. The most evident 
condition is that of unconsciousness, the de- 
gree and duration of which is a fairly reliable 
indication of the severity of the injury. There 
may be a lucid interval, either following a 
short period of unconsciousness, or present “be- 
fore unconsciousness begins, which is fre- 
quently seen in those cases having hemor- 
rhage. 

Shock, of course, is a variable factor, the de- 
gree of shock being of no value in the direct 
indication of the severity of the injury and 
the course of the intracranial pressure. Like- 
wise, the mental state is a very unreliable in- 
dex. 

The “cracked-pot” note on percussion of the 
cranium is, usually, a reliable sign of frac- 
ture and is of definite use in the localization 
of the cranial fracture, when present. The in- 
jury of the soft tissues is, likewise, indicative 


of the point of bone injury, though injury by 
contrecoup and spreading lines of fracture 
from the focal point are not unusual. 


Blood from the ears, nose and mouth is an 


- indication of basal fracture, particularly so 


when the blood is mixed with and thinned by 
cerebro-spinal fluid. 


The presence of hematoma is of no value in 
the diagnosis of skull injury, except in those 
injuries about the mastoid area, in which 
“Battle’s sign” of hemorrhage over the mas- 
toid area is pathognomonic. 

The appearance of the eyes is of importance. 
though it is unwise to rely upon swelling and 
hemorrhage into the eyelids and conjunctivae. 
as blood coming from a deep origin would, of 
necessity, take some time to infiltrate those tis- 
sues. 

The pupils tend to contract at first, with a 
gradual dilatation occurring and a loss of light 
reaction coming about gradually. The light 
reflex is present in all cases seen early enough, 
gradually becoming more sluggish and gradu. 
ally disappearing. 

When the pupils become dilated and fixed, 
our patients die. Nystagmus is also of seri- 
ous import. 

The pupil on the side of greatest pressure 
tends to dilate and lose its light reflex more 
quickly. The study of the discs in the very 
acute stage is not of practical importance. 

The deep reflexes tend to be affected early, 
while the superficial reflexes tend to be af- 
fected later and, if the superficial reflexes are 
affected early, serious cerebral injury is indi- 
cated. 

The most frequently affected peripheral 
nerves are the sixth, seventh and eighth cra- 
nial nerves, which may be either immediately 
affected by interference with their continuity, 
or affected secondarily by pressure at their 
exits. 

Associated with the reflexes, we have the 
progress of motor and sensory changes, they 
being shown by a primary hypertonus with 
irritability, and secondary spasticity, and, 
finally, flaccidity. ‘The reflexes are first in- 
creased and, later, as compression becomes 
greater, are abolished. 

The progress of these neurological findings 
is of importance in localizing the side of the 
brain suffering the primary and greater in- 
jury. 

It is of importance to make frequent and 
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careful observations of the temperature, pulse, 
respiration and blood pressure. 

In the primary stage of injury, shock being 
the predominating factor, we find the tem- 
perature subnormal, the pulse thready and 
fast. respiration shallow and fast and the 
blood pressure below normal. 

As shock is overcome, these findings tend 
to be reversed. A relatively high febrile re- 
action in cranial injury is not infrequent. 

X-ray is of definite value in the diagnosis 
of the bursting type and depressed fractures. 
In all other fractures of the cranium, they are 
not to be depended upon when reported nega- 
tive. 

Lumbar puncture is of de‘nite diagnostic 
value when performed with a manometer hook- 
up, to measure the degree of increase in pres- 
sure and the presence or absence of blood. 

Treatment of fracture of the skull is diffi- 
cult, depending somewhat upon the inclination 
and experience of the physician. 

As indicated in my opening paragraphs, 
with the exception of compound fractures, all 
outline of treatment should be dependent upon 
the indications of cerebral injury and compres- 
sion. 

Adequate treatment may be enhanced by 
careful history taking, particularly as to the 
etiology of the injury; the length of time be- 
tween injury and presentation for treatment; 
the presence of unconsciousness; its duration; 
the presence or absence of paresis or paraly- 
sis; as well as the record of pre-existing neuro- 
logical pathology and the usual blood pres- 
sure. 

Following this, our primary effort is toward 
the combat of shock. Some of our fractured 
skulls die promptly from shock. Shock is best 
combated in these cases by keeping the pa- 
tient flat, avoiding exposure by too complete 
an examination and by the application of ex- 
ternal heat. 

Morphine is definitely contraindicated in all 
cases of cerebral injury, at least until a de‘i- 
nite diagnosis of the progress of the intra- 
cranial injury is determined. Very restless 
patients have increased pressure and reduc- 
tion of this pressure will usually control rest- 
lessness. The bromides, luminal and other 
sedatives of this type may be used advantage- 
ously. 

Not only should morphine be left alone, 


but mydriaties also. A mydriatic may mask 


ene of the most important groups of signs 
present. 


Tt is wise to be assured that bleeding, par- 
ticularly from the ears, is not the result of 
external injury at this site, but the use of 
specula and irrigations in any of the cavities 
of the head in these cases is dangerous and 
should not be used. 

Superficial wounds may require immediate 
treatment, particularly so if bleeding or if 
dirty. They should be thoroughly cleansed, 
appropriately sutured, when indicated, and 
during this process observation of the under- 
lying cranium should be carried out, as frac- 
ture may be present at this site. 

The use of antitetanic serum, in prophylactic 
doses, is usually indicated when superficial 
wounds are present. 

X-ray examination by several views is wise, 
but it should not be carried out early when 
shock is present, or in those cases having se- 
vere compression symptoms, when all moving 
and handling is dangerous. 

As shock is overcome, elevation of the head 
with the application of an ice-bag to the head 
is wise. 

Frequent examination of the pulse, respi- 
ration and blood pressure is always indicated. 
Patients with a definite lowering pulse rate 
with increasing blood pressure and labored 
breathing have definite cerebral compression, 
and it is at this stage of compression, or be- 
fore, that treatment is efficacious. Those pa- 
tients becoming completely unconscious, with 
falling blood pressure, fast, irregular, thready 
pulse, irregular or Cheyne-Stokes’ respiration, 
and having fixation of the eyes with dilatation 
of the pupils, these being signs of Kocher and 
Cushing’s fourth stage of compression, are 
doomed. 

Associated with these examinations, there 
should be frequently repeated neurological ex- 
aminations, especially regarding the varia- 
tions of both the deep and superficial reflexes. 
Not only should these examinations be made 
frequently, but they should be recorded as fre- 
quently. 

Lumbar punctures should be carried out, 
particularly where there are other evidences 
of compression, but this procedure is hazard- 
ous. In no case should the Queckenstedt reac- 
tion be made by compression of the jugular 
veins. Lumbar puncture is not only of diag- 
nostic value but also of value in treatment of 
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cerebral compression in draining free fluid. 
If carefully performed, with observation of 
respiration, which is quickly affected by medul- 
lary compression in the foramen magnum, 
relatively large amounts of fluid may be with- 
drawn slowly and the procedure may be re- 
peated. Ventricular puncture may also be 
carried out. 

In two cases showing evidence of compres- 
sion, one a pre-operative and the other a post- 
operative case, both being unmanageable be- 
cause of their restlessness and mental excita- 
tion, I have had given an ethylene anesthesia 
while doing the puncture, during which I re- 
moved a large amount of fluid at a very slow 
rate. In one of these cases, respiratory fail- 
ure threatened, being quickly overcome by 
oxygenation and hypodermatic injection of 
alpha-lobelin, which is a very effective respira- 
tory stimulant. 

The use of hypertonic solutions, such as 
sodium chloride solution up to 10 per cent, or 
of glucose solution up to 50 per cent, in 
small quantities intravenously, are very effec- 
tive in reducing the general fluid level and so 
depleting the cerebro-spinal fluid. Magnesium 
sulphate in saturated solution, by mouth or by 
rectum and frequently repeated, is both prac- 
ticable and useful. 

Conservative treatment, including rest, ele- 
vation of the head, application of an ice-bag, 
associated with lumbar puncture and the use 
of hypertonic solutions and sedatives, except 
morphine, frequently obviate the necessity of 
radical intervention, and good results are ob- 
tained. 

Radical surgical intervention, as stated, is 
indicated in compound and depressed frac- 
tures. It is also indicated in those cases in 
which progressive compression is not readily 
controlled by conservative means. 

Whether this be due to hemorrhage or 
edema, early or late, it is probably best car- 
ried out by the classical sub-temporal decom- 
pression of Cushing, the site of choice being 
on the right, in right- handed individuals, and 
on the left, in left-handed individuals, the 
side, of course, being altered in those cases 
showing a localization to one side or the other. 
In some severe cases, both sides should be 
opened. 

Operation should be performed under local 
anesthesia. At times no anesthesia is neces- 
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sary. General anesthesia definitely increases 
the operative risk. 

At operation, a wide area of bone should he 
removed and those cases showing bleeding or 
general swelling under the dura should have 
the dura widely opened. Clots should be re- 
moved as well as possible and active hemor- 
rhage should be controlled. Closure shoul 
be made without drainage as a rule because of 
the liability to infection. 

In the after-care of these patients, we see 
a tremendous morbidity, which may to a large 
extent be avoided by a protracted convales- 
cence with the use of mild sedatives and hyp- 
notics, when indicated. Such unpleasant symp- 
toms as headache and yertigo may be mark- 
edly relieved by lumbar puncture. Observa- 
tion of the eye-grounds by a competent oph- 
thalmologist at intervals, until all symptoms 
disappear, is helpful in guaging the diminu- 
tion of intracranial tension. 

The purpose of this discussion is to stimu- 
late the idea of treatment of fracture of the 
skull on the basis of the physical factors in- 
volved rather than by empiricism. Empiri- 
cism tends to be unscientific, and treatment by 
scientific principles is the aim of modern medi- 
cine and surgery. 

1801 Fye Street, Northwest. 


CARCINOMA OF THE PROSTATE.* 
By CHARLES P. HOWZE, M. D., Danville, Va. 

The control of prostatic cancer constitutes 
one of the most difficult urological problems. 
Our present methods are far from statisfac- 
tory, and, in the large majority of cases, the 
treatments may be considered as merely pallia- 
tive. The principal difficulties with which we 
have to contend are (1) the inaccessibility of 
the growth to any radical removal except in 
the very early cases, and (2) the frequent and 
early metastases in many cases before the on- 
set of urinary symptoms. With these diffi- 
culties present, until some better method is 
brought forth than the varied ones now in 
use, we must content ourselves in doing that 
which seems the best in our hands, to prolong 
the patient's life and relieve his suffering. It 
is with this idea in view that I have reviewed 
a small series of twenty cases treated during 
the past few years. Naturally, from such a 
small group, very few conclusions of value can 
be drawn; yet, on the other hand, it has 


*Read before the South peetnees Medical Society, at Lynch- 
burg, Va., November 27, 192 
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brought out certain points of interest which 
should be of aid in the management of these 
cases in the future. This group has also proved 
to me that the diagnosis is not always easy, 
and one should use every diagnostic means at 


cinoma from the Brady Clinic, there was an 
associated benign hypertrophy in 50 per cent. 
When one stops to consider that approximately 
20 per cent of bladder neck obstructions in 
men past fifty are carcinoma, and that one- 


Fig. 1.—Carcinoma of the prostate with spasmodic hour glass contracture of the bladder, and 
extensive carcinomatous metastases to ischium and descending ramus of the pubis. 


his command before undertaking any form of 
treatment. 

The possibility of carcinoma occurring with 
benign hypertrophy should always be kept in 
mind, and is many times confusing, Young 
states that in a large series of cases of car- 


half of this number are associated with hyper- 
trophy, it presents a real problem in diag- 
nosis, as well as in treatment. 

I shall not discuss the microscopic pathology 
of the various types of prostatic carcinoma. 
From the standpoint of gross pathology and 
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diagnosis, it is well to keep in mind that there 
are a few very cellular and malignant types 
which, on examination, are mistaken for be- 
nign hypertrophies, due to the absence of the 
characteristic area of stony induration on rec- 
tal palpation. There were two cases of this 
type in this series, in which the enlargement 
felt softer than that of most benien hyper- 
trophies. Both were thought to be hyper- 
trophies, and operated upon supra-pubically. 
The tissue removed was of a gelatinous con- 
sistency, grayish yellow in color, and, on 
microscopic section, proved to be very cellu- 
lar carcinoma. One patient died three weeks 
following operation, while the second lived 
one year, and died apparently from metastatic 
growth. It is in this type of growth, and those 
associated with hypertrophy, that the diag- 
nosis is often difficult. In cases presenting 
themselves with acute urinary retention, fre- 
quently the associated edema of the gland may 
give a false impression at the primary exami- 
nation, and, upon later examination, follow- 
ing the subsidence of this edema, a carci- 
nomatous area may be definitely palpated. It 
is important to make frequent examinations 
of the gland in any case being prepared for 
prostatectomy, as, often following drainage, an 
entirely different picture is revealed. 

Most primary carcinomas can usually be 
diagnosed by palpation. They have their 
origin in the posterior lobe, which lies between 
the prostatic urethra and the rectum, and are 
thus readily accessible to the palpating finger. 
As this lobe is separated from the lateral and 
median lobes-anteriorly and the rectum pos- 
teriorly by a rather firm fascia, the course of 
spread is gradually upward under the trigone 
and in the seminal vesicular region. The 
fascia, mucous membrane of the urethra, blad- 
der, and rectum are free from invasion except 
in very advanced cases. Thus, we have a 
growth in which there is no open space in 
which the cancer may grow, but it is directed 
upward by its surrounding fascia to the sub- 
trigonal and seminal vesicular region, and to 
the posterior pelvic lymphatics. It is for this 
reason that the symptoms of urinary obstruc- 
tion are not noted early and frequently metas- 
tasize to the pelvic lymph nodes, and the 
bones of the pelvic girdle are involved before 
symptoms call attention to the urinary tract. 
(Plate I.) 


Bumpus, in an analysis of one thousand 
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cases at the Mayo Clinic, reports that two hun- 
dred and forty-three showed evidence of me- 
tastasis at the time of examination. Forty- 
four per cent of this group revealed involvye- 
ment of the lymphatic system (inguinal 
glands, glands of the neck, and of palpable 
abdominal masses.) Five hundred and thirty- 
nine cases on X-ray examination showed thie 
pelvic bones involved in one hundred and 
twenty-three, and the spine in one hundred 
and seven, with twelve of this group having 
metastases to the lungs. The observations re- 
veal the importance of thorough examination 
and X-rays in all cases suspicious of carci- 
noma. 

The urinary symptoms are those of bladder 
neck obstruction, with frequency and difli- 
culty of urination most prominent. Pain is 
not an early symptom, and hematuria is much 
rarer than hypertrophy. As the disease pro- 
gresses, the urethral lumen becomes smaller, 
and all of the above symptoms are aggra- 
vated. Pain, when present, is usually most 
frequent in the bladder and urethra. It is 
sometimes noted in the lower back, perineum, 
and legs. 

The most valuable diagnostic aid is the pal- 
pating finger in the rectum, with a cystoscope 
or sound in the urethra. By this method of 
palpation it is not difficult to note the sub- 
urethral or subtrigonal thickness and stony in- 
duration, so characteristic of the disease. In 
a few cases of chronic prostatitis, there may 
be some doubt. Usually in such cases, the long 
standing history of urinary disturbance, the 
presence of pus in the expressed prostatic se- 
cretion, and the degree of induration is sufli- 
cient to make the diagnosis clear. The gland 
of chronic inflammation is usually smoother 
and less nodular. Primary tuberculosis might 
be confusing. It is very rare to find a tubercu- 
losis of the prostate and seminal vesicles with- 
out some involvement of the epididymis. and it 
more often occurs in patients below the pros- 
tatic age. Prostatic calculi can be diagnosed 
by palpation and X-ray. 


Cystoscopic examination should always be 
done in these cases. In some, a cystogram may 
add valuable information. In cases with little 
or no residual urine, the bladder and vesical 
neck may be normal. In cases unassociated 
with hypertrophy, sometimes a slight posterior 
or median bar with elevation of the trigone or 
trigonal hypertrophy is present. The pros- 
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tutic urethra grips the instrument firmly, and 
is a valuable diagnostic sign, The added in- 
formation gathered from a cystogram is seen 
in a few cases with carcinomatous invasion in 
the region of seminal yesicals and intramural 


of treatment. This is our greatest problem 
and seems far from being satisfactorily solved. 
The various methods of management now in 
vogue by authorities show widely divergent 
views, varying from a complete prostatectomy 


Fig. 2.—Carcinoma of the prostate with invasion of right seminal vesicle. Cystogram showing 
contracted bladder with right ureteral regurgitation. 


ureter. It is in this small group that the 
phenomenon or ureteral regurgitation is noted, 
with a dilated ureter and renal pelvis. (Plate 
II.) 

Once the diagnosis of carcinoma is estab- 
lished, the question arises as to the best method 


in early favorable cases by Young, to the other 
extreme of doing nothing to the diseased gland 
but to relieve the bladder neck obstruction 
by permanent suprapubic drainage. Some 
authorities advise removing the obstruction by 
perineal operation, using radium as an ad- 
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junct; others use an intraurethral punch 
operation, supplemented by radium, and some 
use radium alone, if retention is small. 


My experience with radium is too meagre to 
discuss its efficacy. In only one case was it 
used alone. Four cases received no treatment, 
other than occasional bladder lavage for co- 
existing infection. In this group there was 
slight bladder neck obstruction, and they were 
advised to avail themselves of radium treat- 
ment at the larger clinics, where the facilities 
and experience for such treatments could be 
had. The remaining fifteen cases were treated 
by some surgical procedure. In no cases have 
I felt that I completely removed the growth 
by operative intervention. In some few, I 
believe that the removal of sufficient growth 
to relieve the bladder neck obstruction has re- 
sulted in a more rapid spread of carcinoma, 
with metastases and distressing local symp- 
toms, than if the gland had not been touched. 
In one case following perineal operation, the 
local growth rapidly recurred, causing ob- 
struction, which necessitated permanent supra- 
pubic drainage for relief. This patient lived 
ten months after the first operation, and I 
feel his death was materially hastened by his 
original operation. There were two other cases 
in this group treated by perineal operation, 
using radium as an adjunct. One lived eight 
months, having no recurrence of obstructive 
symptoms, but rather distressing pain in the 
perineum and legs on urination. Death was 
apparently due to metastases. The second pa- 
tient treated likewise was living one and a 
half years following operation, and has not 
been heard from since. The results in this 
group could not be considered satisfactory, and 
this operation in the future will be reserved 
for those cases in which there is some doubt 
of the diagnosis of carcinoma. 

Five cases were subjected to suprapubic re- 
moval of the obstruction, following opening 
the bladder widely and removing, under vision, 
sufficient carcinomatous tissue to allow free 
passage of urine. In one of these cases radium 
was used. Two cases have been previously 
mentioned. One case died six months follow- 


ing operation from local recurrence and me- 
tastases, and the remaining two are of such 
recent date that no conclusions can be drawn 
as to the efficacy of this method as compared 
with the partial perineal prostatectomy. 


One case treated by punch operation five 
years ago has been lost sight of. 
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There were six cases treated by cystostomy 
alone, leaving the growth untouched. It is in 
this group that I feel the best results were o})- 
tained. There was no operative mortality, and 
the patients have been more comfortable than 
following any other procedure. The conclu- 
sions of Bumpus, on a review of one thousan«| 
cases, point out that the average duration of 
life following simple suprapubic drainage was 
twice that of any other procedure, and that 
no form of treatment is so free from risks, or 
lessens suffering more. From my limited ex- 
perience, I am in complete accord with his 
views at the present time. 

It is difficult to decide the best method of 
treatment in the early cases with very slight 
obstruction, and no evidence of metastases. It 
is in this group, where minor operative pro- 
cedures and radium should have their greatest 
application, and it is within the realm of hope 
that, with more experience, a great many may 
be permanently relieved. With this idea in 
view, it means the cases must be recognized at 
an early stage, and it is important for the gen- 
eral practitioners, who see these cases first, to 
include in their routine examination of all 
men past fifty a more careful history and rec- 
tal examination. 

While we do not know the cause of pros- 
tatic carcinoma, it is thought by many that 
chronic inflammation with retention of the ir- 
ritating secretion may be a factor. The fact 
that chronic irritation is a factor in the pro- 
duction of carcinoma elsewhere in the body 
would lead us to believe that it may at least 
be a contributory cause. Should this hypo- 
thesis be correct, all cases of chronic prosta- 
titis should receive active and appropriate 
treatment as a prophylactic measure. 

Deep X-ray therapy is sometimes valuable 
in the control of pain in the cases showing 
metastases, either at the primary examina- 
tion, or, later, following operation. The pains 
from metastases to the pelvic lymphatics, 
bony pelvis, and spine, are usually manifested 
in the perineum and legs. In recent cases I 
have used a preparation of colloidal gold, 
recommended by Oschner, of Chicago, which 
I believe has been of definite benefit in the 
alleviation of these pains. 


It is hoped that the future has something 
in store for this unfortunate group of cases, 
and that we may find some more satisfactory 
means of relief, if not cure. 


1929] VIRGINIA MEDICAL MONTHLY 


BIBLIOGRAPHY. 

Young, H. H.: Lewis’ Practice of Surgery. Hagers- 
town. W. F. Prior Co. Vol. IX. Chapter XXI. 
Page 1 . 1928. 

Bumpus, Hermon C.: Carcinoma of the Prostate. 
Surg. Gynec. and Obst. Vol. XLIII. Pages 150- 
155. August, 1926. 


THE TREATMENT OF LUPUS ERYTHE- 
MATOSIS WITH GOLD.* 
By WALTER F. MANLEY, M. D., Roanoke, Va. 

Since the first report of Schamberg and 
Wright! on the use of gold sodium thiosul- 
phate in lupus erythematosis in 1927, numer- 
ous reports have appeared which tend to verify 
their optimistic initial report in the use of 
this new drug in a hitherto exceedingly re- 
calcitrant dermatosis. 

Various other gold compounds have been 
used by different clinicians. Reute used gold 
potassium cyanide. Kohrs® in 1921 reported 
the complete cure of lupus erythematosis fol- 
lowing the use of krysolgan. Since 1921 most 
of the clinicians have used krysolgan with en- 
couraging results. 

In 1924 Mollgard,? of Copenhagen, produced 
a new compound of gold with thiosulphuric 
acid. This was called “sanocrysin” (gold 
sodium thiosulphate.) It is snow white, oc- 
curs in long needles, and is easily soluble in 
water with an almost neutral reaction. 

Schamberg and Wright were the first to 
use this new compound in lupus erythematosis. 
Their results with this compound in their cases 
and in the patients of other dermatologists to 
whom they furnished the drug have been so 
striking that they have come to regard gold 
as having almost a specific effect in this dis- 
ease. Of the twenty-five patients reported, 
the eruption disappeared in five cases, almost 
disappeared in six cases, improvement resulted 
in twelve cases (a number of these cases were 
still under treatment), and in only one patient 
was there no improvement. One patient died. 

The dosage advised ranges from 10 mg. to 
100 mg.—the smaller dosage in the disseminate 
type and the larger dosage in the more com- 
mon chronic discoid type. The number of in- 
jections necessary varied from a few to over 
a hundred. A number of the patients reported 
were subjected to years of futile effort to 
Roentgen-ray and radium treatment not only 
with no curative effect but with a certain 
amount of injury to the tissues, rendering the 
condition less responsive to gold therapy. 


_ before the Roanoke Academy of Medicine, January, 
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In December, 1926, I started the use of gold 
in two cases of lupus erythematosis. At first 
the older preparation of krysolgan was used. 
Gold sodium thiosulphate was substituted as 
soon as it was obtainable. All subsequent cases 
have been given this drug only. 

The following case records will better illus- 
trate the results obtained: 

Case 1.—Mr. G. B. F., age forty-three, had 
a well developed lupus erythematosis of twenty 
years’ standing, inflammatory hyperkeratotic 
patches covering the greater part of each side 
of the face, upper two-thirds of the nose, both 
auricles, and numerous coin-sized patches scat- 
tered throughout the scalp. He had received 
numerous radium applications during the past 
fifteen years with more or less temporary im- 
provement for two or three months, only to 
have the condition recur. He was given two 
additional doses of radium early in 1926 with 
the same results as before, i. e., clinical cure 
for about three months. On December 15, 
1926, the patient was given .005 em. of krysol- 
gan. After six more injections of .01 gm. at 
weekly intervals there was no clinical sign of 
improvement although no new lesions had de- 
veloped in that time. No reactions occurred 
at any time. On April 11th, the patient was 
given 50 mg. of gold sodium thiosulphate in 
5 e.e. distilled water intravenously. At weekly 
intervals therafter he received 100 mg. for 
ten weeks. The improvement was extremely 
slow and it was decided to increase the dose. 
On July 9th, 150 mg. was administered with- 
out any ill effect. One week later 200 mg. was 
given and after another week 250 mg. The 
involution of the lesions was evident and the 
patient himself was sure of it. The 250 mg. 
(lose was continued for twenty weeks, with- 
out any ill effect either general or focal. At 
the end of this period all that remained was 
the smooth white atrophic scarring at the site 
of the previous lesions. 

After a month's rest the patient was given 
100 mg. doses every two weeks for twelve doses. 
His last injection was on June 24, 1928. Since 
that time the lesions have remained well and 
no new lesions have developed. 

The stubbornness of this case may have been 
ascribable to the many radium treatments over 
a period of fifteen years before gold treatments 
were instituted. This patient was last seen in 
February, 1929, eight months after the last in- 
jection of gold. At this time he presented an 
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adenitis of the left cervical region involving 
the posterior cervical nodes. One of these 
small nodes was excised and the pathologist re- 
ported that it was tuberculous. 

Case 2.—Mrs. J. P. H.. age forty-five, pre- 
sented a typical lupus erythematosis of eight- 
een years’ duration. The upper two-thirds of 
- the nose was covered with hyperkeratotic 
crusted lesions. The cheeks adjacent to the 
nose were also involved for three-fourths of an 
inch out from the nose. The patient had re- 
ceived six roentgen-ray treatments twelve years 
before without results. On March 5, 1927, 
she received one injection of .01 gm. krysol- 
gan. One week later another injection was 
given. On March 23rd, she received her first 
injection of 50 mg. of gold sodium thiosul- 
phate. Injections were continued using the 
100 mg. dose at intervals of every two weeks. 
After the second injection of the gold sodium 
thiosulphate, the patient complained of a 
marked edema of the lupus lesions only, which 
began about six hours after the injection and 
lasted for twenty-four hours. This subsided 
without any general symptoms. Marked im- 
provement was noted within the two weeks fol- 
lowing this focal reaction. The patient re- 
ceived ten more injections. Then she was given 
a month’s rest and treatment continued at 
monthly intervals since, although the lesions 
were clinically well and have been since 
August. In all, she received sixteen treat- 
ments, all of which were gold sodium thiosul- 
phate except two. This case probably would 
have responded sooner had it been possible to 
treat her at shorter intervals but this could 
not be arranged due to the distance at which 
the patient lived. 

Casz 3.—Mrs. B. W., age fifty-five, pre- 
sented an extensive lupus erythematosis of 
fifteen years’ standing. ‘The face was almost 
entirely covered, the eruption extending across 
the nose and involving the greater part of the 
cheek. The borders were elevated and crusted 
while the center of the cheeks presented an 
area of cicatricial atrophy. This case was one 
of unusual severity. The only treatment the 
patient had ever received was various topical 
applications. Fortunately, no radium or 


Roentgen-ray had ever been applied. On 
August 12, 1927, she was given 50 mg. of gold 
sodium thiosulphate intravenously. One week 
later 100 mg. was given. At her third visit 
the condition was markedly improved. Injec- 


tions of 100 mg. were continued at weekly in- 
tervals for four more weeks at which time the 
condition had entirely involuted, leaving only 
a thin smooth atrophic scar tissue at the site 
of the previous lupus. After a month’s rest, 
four more treatments were given, 100 mg. every 
two weeks. She has received no treatment 
since December 14, 1927. She has been seen 
several times since and no recurrences have 
occurred. 

Case 4—Mr. F. C. R., age thirty-two, pre- 
sented a lupus of three years’ duration. Slight- 
ly infiltrated coin-sized patches were present 
on both cheeks and sides of the neck. The 
patient had never had radiation. On March 
19, 1927, the patient was given 50 mg. of 
gold sodium thiosulphate intravenously. One 
week later 100 mg. was given after which 
there was some edema over the discoid patches. 
After ten weekly injections of 100 mg. were 
given the condition had improved about 50 
per cent. The dose was then increased by 50) 
mg. jumps up to 250 mg. and kept there for 
a total of five injections. At this time the 
only remains of the former patches were very 
inconspicuous atrophic lesions at the site of 
the previous lupus. A month’s rest was given 
and 100 mg. doses resumed at fortnightly in- 
tervals for six weeks. Twenty-two injections 
in all were given. No reactions were note 
at any time except the focal reaction after the 
second treatment. There has been no recur- 
rence of his condition. 

Case 5.—Mr. B. C. W., age fifty-eight, was 
seen on October 23, 1927. He presented a 
lupus erythematosis of four years’ standing. 
The lesions were located on the cheeks in front 
of the ears and on the auricles themselves. 
No treatment other than topical remedies had 
ever been received. On October 23, 1927, he 
was given 50 mg. of gold sodium thiosulphate. 
One week later 100 mg. was given. After the 
fourth injection, all evidence of the lupus had 
disappeared except the typical atrophic scar- 
ring. Two more injections were given, making 
six in all. The patient was not seen again until 
March 28, 1928, at which time the lupus had 
recurred at their previous sites. He was 
started out with 100 mg. of gold and after the 
second injection developed a polymorphous 
erythematous generalized pruritic eruption 
which was considered to be a drug eruption 
and treatment was interrupted and injections 
of sodium thiosulphate were given twice 
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weekly for three weeks at which time the gen- 
eralized eruption had entirely disappeared. 
He was then started on gold sodium thiosul- 
phate again with a 25 mg. dose. A week later 
he received a 50 mg. dose. Aftr this four 100 
mg. doses were given and the lupus was en- 
tirely gone. He has had no treatment since 
June 16, 1928. There has been no return of 
his condition to date. 

Casr 6.—Mrs. C. P. R., age twenty-eight, 
was first seen in September 15, 1928, at which 
time she presented an extensive disseminate 
type of lupus erythematosis of the subacute 
type without constitutional symptoms. The 
entire face, forehead, and ears were a solid 
sheet of lesions, only a small area around the 
mouth being spared. Numerous pea-sized le- 
sions were scattered over the neck, upper chest, 
arms and forearms. The condition had been 
present for four months. Her past history 
revealed a long standing arthritis and fre- 
quent sore throat. Injections of gold sodium 
thiosulphate were begun the day after tonsil- 
lectomy. a dose of 10 mg. only being given. 
A second dose of 25 mg. was given a week 
later. Two hours after the second injection 
the patient complained of nausea, chilliness, 
headache and a moderate edema of the face. 
This lasted for several hours and subsided. One 
week later the treatment was stopped due to 
the systemic reaction complained of and the 
fact that several new lesions had appeared 
on the dorsal surface of the hands and fingers. 
The patient was advised to rest for two weeks 
during which time she received fifteen grains 
of quinine daily. At the end of this interval 
she was feeling much better and her lupus was 
markedly improved and the lesions were no 
longer edematous. On October 20th, she re- 
ceived her third injection of gold sodium thio- 
sulphate, only 10 mg. being given at this time. 
She tolerated this well and weekly injections 
have been given since. The last injection was 
given on November 20th, at which time the face 
was practically well and the lesions on the 
other parts were 75 per cent improved. No 
new lesions had developed. She is still under 
treatment. Had the interval between the re- 
moval of the tonsils and the beginning of the 
gold therapy been longer, I doubt if the sys- 
temic reaction which followed the earlier in- 
jection would have occurred. 


I realize that six cases constitute too small 
a series to draw any conclusions from them 
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alone. However, the results tend to substanti- 
ate the early claims for this line of therapy. 


ConcLusions 

1. The use of gold sodium thiosulphate in 
six cases of lupus erythematosis have been re- 
ported. All five of the chronic discoid type 
are clinically cured. One subaucte dissemi- 
nated case is still under treatment, and rapidly 
improving. 

2. Of the five cases of the chronic discoid 
type in which treatment has been completed, 
the number of treatments given ranged from 
eleven to fifty-two. Case 1, requiring fifty- 
two injections, it will be noted, had been 
treated with radium at intervals for the past 
fifteen years. 

3. The duration of the disease does not seem 
to have any bearing on the number of treat- 
ments required. 

4+. The only reaction noted in the chronic dis- 
coid type was a focal reaction in the affected 
areas with edema, erythema and tingling. One 
patient developed a polymorphous erythemat- 
ous eruption which disappeared in two weeks 
following cessation of treatment. 

5. Only one case recurred. This occurred 
three and a half months after a series of six 
injections and cleared up again after another 
six injections, and has remained well ever 
since. 

6. Focal infections seem to predispose to 
systemic reactions in gold therapy like they do 
with arsphenamine. 

7. In one case, tuberculous adenitis developed 
eight months subsequent to cessation of gold. 
therapy but the lupus has not recurred. 
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DIAGNOSIS OF GALL-BLADDER 
DISEASE.* 


Bs By FLETCHER J. WRIGHT, M. D., Petersburg, Va. 
The diagnosis of gall-bladder diseases can- 


not be intelligently discusssed without taking 
into consideration the etiology and symptoms. 
I shall deal chiefly with the inflammatory dis- 
eases of the gall-bladder—acute and chronic, 
with and without stones,—and the differen- 
tial diagnosis from other conditions. 


*Read before the Southside Virginia Medical Association, at 
Farmville, Va., March 12, 1929. 
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A predisposition to the development of 
cholecystitis, with or without stones, exists in 
the middle-aged obese person of sedentary 
habits, more often in women of such a type, 
and in those who have had one or more preg- 
nancies: hence the phrase—*fair, fat. forty, 
and fruitful.” These are the cases that de- 
velop a biliary stasis and imperfect drainage 
of the gall-bladder, with a tendency to stone 
formation. 

One may have cholesterol stones without in- 
fection for a time, but sooner or later the ir- 
ritation of the stones, plus infection, sets up 
inflammation. It is generally conceded that 


‘ase. The history of infections, local or gen- 
eral, in a middle-aged obese person with 
chronic digestive disturbances, such as nausea, 
vomiting, etc., moderate or severe pain in the 
epigastrium or the right hypochondrium, 
radiating to the right scapula—the onset being 
with or without chill, or chilliness, fever and 
leucocytosis, depending on the virulence of 
the infecting organisms—with a local tender- 
ness and rigidity of the right rectus, or even 
the whole abdomen, will always lead us to 
suspect gall-bladder disease. 

All cases are not so clear cut, and the diag- 
nostic acumen of the best men is sometimes 


APPENDICITIS | Renat Conic Ricur Sipe 


CHOLECYSTITIS 
Onset Sudden or insidious | Usually sudden Sudden 
Pain Moderate or severe in epi-| Moderately severe, colicky at; Usually severe in right kid- 


gastrium or right hypo-| first in epigastrium or gen- ney region, radiating to 
chondrium | eral, later localizing at or| groin 
about MecBurney’s point 


Chill or Chilliness| Usual in acute cases | Rare None 
Fever Always in acute cases and Normal to moderately high | None in simple renal colic 
may be high 
Leucocytosis er to 30,000 | Normal to 18-20,000 None 
Local tenderness, Present in region of gall- At first general, later localiz- Kidney may be somewhat 
and rigidity bladder; may be general ing in right iliac reg‘on tender, usually not 
rigidity at first | 
| 
Nausea and ‘Usually present in acute Usual Not usual 
vomiting | cases 
Jaundice Not present unless common Not present Not present 
duct is obstructed 
Blood in urine | Not present /Not present Present 
| | 
Evidence obtained | Positive in some cases Not advisable to use in acute Invaluable in detecting stones 


by X-ray | eases. Of some value in or other abnormalities 
chronic 


a hepatitis or an inflammation of the bile ducts 
of the liver precedes a cholecystitis. While 
cholecystitis more frequently occurs in the 
middle-aged obese woman, it is sometimes 
found also in young and thin persons. 
General infections, such as typhoid fever, 
septicaemia and pyaemia, appendicitis, in- 
fected tonsils, sinus or teeth, are frequently 
followed by cholecystitis. It may be secondary 
to gastric or duodenal ulcer. Therefore, to 
arrive at a diagnosis, we have to consider the 
history, age, sex, habits, occupation, symptoms 
(general and local) and laboratory findings. 
I know of no better way to approach the 
subject than to describe a more or less typical 


taxed. Duodenal drainage at times is a valu- 
able aid. 

I will not refer to the X-ray in diagnosis. 
since that is being covered by another paper. 
except to say that it is of valuable aid, and 
cannot be dispensed with in doubtful cases. 

In the differential diagnosis, we have to con- 
sider—appendicitis, renal colic due to stones 
or obstruction of ureter, gastric crises, angina 
pectoris or coronary occlusion, gastric or 
duodenal ulcer (especially perforation in these 
vases), cancer of the gall-bladder, and lead 
colic. 

The following table is of aid in making a 
differential diagnosis: 


a 
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Angina pectoris or coronary occlusion oc- 
curing frequently in the same type of person, 
though less frequently in women, is not al- 
ways an easy differential problem. In typical 
angina with substernal, boring, burning pain 
occurring after exertion, referred to the left 
inner arm or neck, together with hypersensi- 
tive skin over left upper chest, with or with- 
out changes of cardiac rhythm, there is no trou- 
ble in making the distinction. The atypical 
cases Showing most pain in epigastrum or gall- 
bladder region with a tender and enlarged 
liver are the ones most apt to confuse. The 
coronary occlusion with leucocytosis and fever 
is the most confusing, but in these cases the 
fall in blood pressure, together with the dis- 
turbed rhythm of the heart, and pulmonary 
congestion, Will usually enable one to make the 
proper decision, Just such cases should make 
us use every available diagnostic aid when in 
doubt, lest we advise surgery of the gall-blad- 
der in an angina case. 

Tabes can Le ruled out by negative eye find- 
ings, normal reflexes, or a spinal fluid Wasser- 
mann when in doubt. 

In gastric or duodenal ulcer, the pain is 
usually relieved by vomiting food or by tak- 
ing alkalies. The pain, being a hunger pain, 
comes on sometime after meals, and often in 
the night when the stomach is empty. There 
is seldom fever or leucocytosis unless there is 
a local peritonitis, Often as a result of ad- 
hesions between duodenum and gall-bladder, 
an X-ray is necessary to decide the issue. If 
perforation of gastric ulcer occurs, there is 
severe abdominal pain, nausea and vomiting, 
with, shock, anxious facies, at first flat and 
rigid abdomen, later becoming distended. The 
same symptoms may be produced by a _per- 
foration of any hollow viscus, including the 
appendix, and it is often impossible to make 
a pre-operative diagnosis. The age of the pa- 
tient may not help in differentiating this type 
of case, but usually the gall tract infections 
occur in the obese and the ulcer in the thin 
type. 

Cancer is suspected if there is family his- 
tory of such, with an addition of gall-stone 
colic for a number of years, especially when 
a palpable tumor can be felt in the region of 
the gall-bladder, or there is a persistent jaun- 
dice of unvarying intensity, which is not pres- 
ent unless the common duct is obstructed, to- 
gether with rapid loss of weight and evidences 
of an extreme toxaemia with a severe secon- 


dary anemia. Usually, however, cancer of the 
gall-bladder is secondary to cancer of the 
stomach or some other viscus. 

Lead colic can be recognized by the history. 
= line on the gums, and stippling of the red 
cells. 


ACUTE PANCREATITIS.* 
By A. P. JONES, M. D., Roanoke, Va. 

The argument usually advanced for discuss- 
ing a comparatively rare condition before a 
group of men chiefly interested in general 
medicine is that it should be held in mind 
when considering any involvement of the area 
in which this condition occurs. 

In the present instance, I am inclined to 
believe that this argument has no true appli- 
cation, for with acute pancreatitis, as with so 
many other acute abdominal conditions, the 
consideration of most vital importance is not 
an exact diagnosis but a prompt recognition 
of the fact that an emergency has arisen which 
demands immediate surgical intervention. 

Many cases have been reported and the con- 
dition has been widely discussed, but Opie, of 
St. Louis, has contributed more than any other 
one man to our present knowledge of the con- 
dition. 

The present study is based on seven cases 
operated upon in the Jefferson Hospital by 
Dr. Trout and myself during the past twenty 
years. 

As to the etiology there is still considerable 
doubt. Opie has clearly demonstrated that in 
some cases a gall-stone of exactly the right 
size to block the ampulla of Vater without 
at the same time blocking the duct of Wirsung, 
will allow the entrance of bile into the pan- 
creatic duct. He then showed experimentally 
that normal bile injected into the pancreatic 
duct of dogs would produce a pancreatitis. 

This explained beautifully the sequence of 
events, but does not account for all cases, as 
many of these patients do not have gall-stones. 

Of our own cases three had gall-stones while 
four did not, and in none of them were we 
able to demonstrate a stone in the exact po- 
sition to account for the trouble. The ages 
of the patients ranged from twenty-four to 
sixty-four, three of them being women and 
four men. 

The symptoms are those of a yery rapidly 


*Read before the Southwestern Virginia Medical Society, at 
Pulaski, Va., March 25-26, 1929. 
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developing, very acute and very severe ab- 
dominal inflammation. 

In the beginning, the pain and tenderness 
are much more severe in the upper abdomen, 
especially in the epigastrium; later, the whole 
abdomen becomes involved. 

Nausea and vomiting are usually present, 
temperature is only slightly elevated, and there 
is a considerable elevation in the leucocyte 
count. In our cases the leucocyte count varied 
from 11.000 to 26,000, with a high percentage 
of polymorphonuclears. 

In these seven cases a correct pre-operative 
diagnosis was not made in a single case, and 
in only one was it seriously considered as a 
possibility before the abdomen was opened. 

After the abdomen has been opened, how- 
ever, the diagnosis usually becomes self-evi- 
dent, because of the constant presence of two 
striking features, namely, thin blood-stained 
fluid and the presence in the omentum of the 
grayish-white spots of fat-necrosis, due to the 
liberation of pancreatic juice from the dam- 
aged organ. In six of our seven cases both 
bloody fluid and fat necrosis were found, while 
in the remaining case, which was operated upon 
less than twenty-four hours after the onset of 
the disease, only bloody fluid was found. 

There is no medical treatment for the dis- 
ease, and surgery is curative only when the 
operation is promptly performed. 

As in so many acute abdominal conditions, 
the chance for cure varies inversely as the 
square of the distance—in time—from the on- 
set of the disease to operation. 

At best, the mortality rate is high, most re- 
ports putting it around 50 per cent, and in 
this series four of the seven died, or 57 per 
cent. 

As to the type of operation, the essential 
feature is free drainage, this not only from the 
standpoint of the inflammatory process but 
even more to divert the leakage of the de- 
structive pancreatic juice. 

Should gall-stones be present, they should 
be removed and the gall-bladder drained. 

In the favorable cases, convalescence will 
be prolonged, and close attention will be neces- 
sary to prevent the formation of secondary 
abscesses. 

In the cases which finally terminate fatally, 
this same complication of secondary abscess is 
frequently encountered, and occasionally the 


distressing occurrence of a pancreatic fistula 
plays a part. 

To summarize: 

1. We are dealing with a fulminating ab- 
dominal catastrophe, which, if untreated, will 
rapidly prove fatal. 

2. Prompt recognition of the seriousness of 
the situation is imperative. 

3. Surgical drainage should be instituted at 
the earliest possible moment. 


POSTURAL HYPOTENSION—A REPORT 
OF TWO CASES.* 


By O. O. ASHWORTH, M. D., Richmond, Va. 
From the Medical Department of St. Elizabeth’s Hospital. 


Studies in postural hypotension have been 
made by various observers. The change in 
position of the body from the recumbent to 
the erect position throws a definite strain on 
the organs of circulation, determined by the 
gravitation of the blood. Normally on change 
from the recumbent to the standing position, 
the splanchnic vasomotor tone over-compen- 
sates the hydrostatic effects of gravity. The 
blood pressure response upon assuming the 
erect from a supine position is a slight drop 
in systolic pressure, a slight rise in diastolic 
pressure and a rise in pulse rate. Mortensen, 
from his studies of normal and diseased per- 
sons, concluded that a drop of more than six 
to eight per cent in the systolic pressure on 
change of posture, recumbent to erect, was evi- 
dence of mitral insufficiency. Individuals in 
whom there is excessive gravitation of blood 
into the extremities and splanchnic area are 
victims of physical weakness, nervous instabil- 
ity, and they may suffer from headache, dizzi- 
ness, tinnitus, and a feeling of fatigue. As a 
matter of fact, low blood pressure is associated 
with almost as many abnormal conditions and 
causes perhaps more inconvenience than high 
blood pressure, except when the high blood 
pressure is extreme. 

Case 1. Miss A. H., white, of American 
birth, aged 65 years, was first seen May 16, 
1927. She complained of syncopal attacks, diz- 
ziness, a drawing sensation in the occipital re- 
gion, and generalized headaches. ‘The onset 
of the syncopal attacks was two months prior 
to this time, when she noticed that if she re- 
mained in the erect posture for any length of 
time, she would become gradully weaker and 
would finally “faint.” These spells had be- 
come more frequent, and at the present time 


ae before Richmond Academy of Medicine, February 26, 
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if she stands on her feet for more than one 
minute she becomes unconscious. She says it 
is an effort for her to breathe when talking in 
the sitting posture. 

Family History: Irrelevant. 

Past History: In childhood she was under- 
weight until 13. At 18 she had “pleurisy and 
an abscess in the left lung.” Since this time, 
she has not been ill enough to go to bed until 
three years ago. The gall-bladder containing 
sixty-three stones was removed in July, 1925. 
She has noticed that there has been no visible 
sweating during the past year. 

Physical Examination: The patient is five 
feet, two and one-half inches tati, aout thirty 
pounds over-weight, having gained from 130 
to 160 pounds during the past year. The skin 
is slightly dark and is dry. She looks about 
her age. The mucous membranes are slightly 
pale. No cyanosis. The distribution of body 
hair is normal. The hair is thin and rather 
coarse. Eyes: Conjunctiva is clear. Extrinsic 
and intrinsic muscle movements normal. Pupils 
are round and equal. Fundi and visual fields 
are normal. Neck: There are no enlarged 
lymphatic glands, and the thyroid is not en- 
larged. Mouth: About half of her teeth have 
been extracted. Those that remain appear in 
good condition. Gums are normal. Pharynx 
is slightly injected. Tonsils are buried. No 
purulent secretion could be obtained. Thorax: 
Breathing is slightly shallow, expansion equal. 
Breasts normal. There is no abnormal per- 
cussion dullness. Heart: Borders within nor- 
mal limits to percussion. Apex impulse is not 
visible or palpable. Sounds are of good qual- 
ity at the apex and base. The second pulmonic 
is slightly accentuated. No murmurs. Pulse 
is full, regular, and fifteen to the quarter min- 
ute. Lungs: Clear throughout. Abdomen: 
Obese, muscles flabby. There is general ten- 
derness to deep pressure. Extremities: Nor- 
mal; reflexes are present and normal. 

Laboratory Examinations: Blood: Routine 
examination normal except for evidence of 
slight secondary anemia. Wassermann nega- 
tive. Blood urea nitrogen 19. Intramuscular 
phenolsulphonephthalein 60 per cent in two 
hours. Urine: Twenty-four hour specimen 
1800 c.c. Specific gravity 1010. Occasional 
hyaline cast. Otherwise normal. Basal meta- 
bolism minus 16. . 

The blood pressure was 170 systolic, 110 
diastolic when recumbent, dropping to 110/90 


when sitting, and to 80/50 upon standing; at 
which time the patient became unconscious. 
The pulse rose from 60 to 70 per minute. The 
patient always complained of pain in the pit 
of the stomach when becoming unconscious 
and returning to consciousness. Within ten 
minutes the blood pressure had returned to 
165/110. These readings were repeated upon 
several occasions and they never varied more 
than ten points. 

Medication: Digitalis was given according 
to the Eggleston method but did not stabilize 
the blood pressure. Caffein did not prevent 
the fall in blood pressure and syncopal attacks; 
nor did hypodermic injections of pituitrin 
when given at four-hour intervals benefit. An 
abdominal support and general massage makes 
her feel generally better. Thyroid extract 
given in dosage as high as six grains per day 
in combination with pituitary extract and 
ovarian residue over a period of two months 
apparently had no effect in stabilizing the 
blood pressure readings. Adrenalin caused a 
slight rise in the systolic pressure, with no 
change in the diastolic pressure. Ephedrin 
hydrochloride, 3/4 grain, was given and blood 
pressure readings taken at hourly intervals for 
five hours. The readings were as follows: 
168/95, 176/102, 176/102, 155/90, and 155/90. 
The blood pressure was 162/90 before the ad- 
minstration of the drug, and when she was al- 
lowed to stand for one minute, the blood pres- 
sure dropped as previously with resulting un- 
consciousness. She was last heard from Feb- 
ruary 20, 1929, and reported that she was able 
to be up about one-fourth of the day, but had 
no endurance for work of any sort. 

Case 2. Miss A. B., aged 55, an editorial 
writer, was first seen June 4, 1927. She com- 
plained of shortness of breath, pains in the 
region of the heart, numbness of the extrem- 
ities, aching in the neck and occipital region, 
lack of endurance, quivering in the abdomen, 
and heaviness of the extremities. The onset of 
the symptoms was five or six months prior to 
this time. The ankles swell at times and she 
voids from two to three times at night. 

Past history and family history irrelevant. 
She is an obese, mentally active individual. 
The skin is dry. There is no cyanosis of lips 
or hands. The thorax is normal. Examination 
of the heart and lungs, including electro- 
cardiographic studies, negative. The abdomen 
is obese and muscles relaxed. Reflexes nor- 
mally present. 
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Laboratory Examinations: Catheterized 
specimen of urine shows a few pus cells, other- 
wise negative. Twenty-four hour urine ex- 
amination normal, except that the night volume 
is twice the day volume. Routine blood exami- 
nation negative except for mild secondary 
anemia. Wassermann negative. Blood sugar 
102. Basal metabolism minus 11. 

Repeated blood pressure readings with pa- 
tient recumbent have varied between 145/90 
to 165/110; when sitting, 115/80 to 125/90; 
and standing, 98/60 to 108/70. The pulse rate 
66 to 80. She feels well after lying in bed for 
a few days at a time, but has no endurance. 
Digitalis, caffein, ephedrin, strychnine, thyroid 
extract, and pituitrin were administered in 
therapeutic doses, but have had no apparent 
effects upon stabilizing the blood pressure. An 
abdominal support makes her feel generally 
better. She will not tolerate massage. 

The second case reported would seem to be 
only a milder form of the same vasomotor dis- 
turbance noted in the first case, though experi- 
ments have not been carried out to find whether 
there is a deficiency in response of the vegeta- 
tive nervous system. 

Discussion: A careful study of postural 
hypotension has been made by Bradbury and 
Eggleston. Three cases, a white male of 39, a 
white male of 50, and a white male of 67, were 
similar in almost every detail to the cases 
herein reported. Each case showed inability 
to perspire, a lowered basal metabolism, and 
each felt much worse during the heat of sum- 
mer, and had nocturnal polyuria. The routine 
laboratory examinations were essentially nor- 
mal, except that there was moderate secondary 
anemia and the urea nitrogen was always at 
the upper limits of normal. The authors pre- 
sent the following summary of their studies: 

1. These three cases showed a total loss of 
peripheral vascular tone and a loss of normal 
mechanism by which blood pressure is main- 
tained in different parts of the body. 

2. There seemed to be some extensive dis- 
turbance in the functional activity of the vege- 
tative nervous system. 

3. The heart rate was uniformly slow, un- 
affected by the large changes in blood pressure 
following change in position of the body. 

4. The sympathetic accelerative control of 
the heart was impaired. Atropin did not ac- 
celerate the heart rate, and pronounced fall in 
blood pressure caused no compensatory increase 
in rate, 


5. The responsiveness of the yagus to pro- 
nounced elevation of blood pressure (posture 
and epinephrin) seemed to be largely wanting. 

6. Both cardiac acceleration and augmentor 
functions of the sympathetic can be stimu- 
lated by epinephrin. In these cases, such 
stimulation did not restore the capacity to 
maintain the blood pressure level in the face 
of the influence of gravity. 

7. The responsiveness of the vasvconstric- 
tor endings of the sympathetic to stimulation 
by adrenalin was much impaired or entirely 
lost. 

8. The inability of these patients to sweat 
was not due to defect in sweat glands or lack 
of their ability to respond to the stimulation of 
the sympathetic endings or to abnormally low- 
ered blood pressure, 

9. Efforts to cure these patients or control 
their disorders were unavailing. These efforts 
included the administration of thyroxin, epi- 
nephrin, dried suprarenal substance, mixed 
glands, strychnine, digitalis, and the enforced 
consumption of sugar and water. 

10. Paralysis of sympathetic vaso-endings 
seems to be the only adequate explanation of 
the blood pressure reactions observed. It ac- 
counts for the absence of vasoconstriction after 
injection of epinephrin. It also explains the 
total absence of the normal vasomotor control 
by which blood pressure is maintained at a 
nearly constant level in the face of changes in 
the position of the body in normal persons. 


Bradbury and Eggleston remark that no 
cases have been previously reported of such 
wide fluctuations in blood pressure upon change 
in the position of the body, and the case of the 
first type herein reported is probably very 
rare. Upon assuming the erect posture, in- 
crease in the diastolic pressure and a drop in 
the pulse pressure are to be used as measures 
of physical fitness. It would seem that in nor- 
mal individuals an abnormal elevation of 
diastolic pressure is the usual cause of lowered 
pulse pressure in the erect position. The rise 
of the diastolic pressure is an index to the re- 
sponse of the vasomotor mechanism to assist 
the heart in maintaining circulatory equilib- 
rium against the force of gravity. In the 
second case, physical signs and symptoms in- 
cluding electro-cardiographic studies seem to 
indicate milder reactions in the same type of 
case. The outlook in the treatment of this 
type of case is most discouraging. 
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A STUDY OF SYPHILIS IN EPILEPSY. 


By T. LATANE DRISCOLL, M. D., Richmond, Va. 
Associate in Syphilology, Medical College of Virginia. 


Sir William Osler in his text-book of 1902 
makes the statement that convulsive seizures 
due to syphilis are very common. Noguchi in 
a study of fifty-one epileptics, found 20 per 
cent positive and 6 per cent doubtful Wasser- 
mann reactions in the blood, although he 
found only 4 per cent positive, and 2 per cent 
doubtful Wassermanns in the cerebrospinal 
fluids. 

On the other hand, Shanahan and Munson, 
after a very comprehensive study of the clini- 

cal histories of 4,100 cases ) epilepsy, found 
only 133 cases of syphilis, 3.2 per cent. 

Novick of the Public Teaith Service noted 
only 2.2 per cent of 231 cases of epilepsy with 
syphilis. 

The Craig Epileptic Colony found only 1.80 
per cent positive Wassermanns on 2,240 bloods. 

The relative incidence of syphilis in epilepsy 
is at very great variance, although from excel- 
lent authorities, and just how to reconcile this 
great difference is a task which makes one 
wonder. Possibly the convulsive seizures found 
not infrequently in general paresis or the 
meningo-vascular types with an irritation of 
the meninges accounts for many others. Suffice 
it to say that the series in which we are directly 
interested presents no such high percentage of 
syphilis as that of Osler and others, and in 
this group, paresis and the interstitial type of 
neuro-syphilis have been carefully excluded, 
both clinically and serologically. 

Many of the current discussions of epilepsy 
approached from the lay or theoretic angles 
must in our opinion be discarded as non-exist- 
ent in fact. We are not, however, prepared as 
yet to deny in toto that a true epilepsy may 
not be caused by the treponemata, but a care- 
ful study of the pupillary reflexes, cranial 
nerve palsies, and other paralyses, even with 
positive serology, makes one doubt actually 
whether this is a case of epilepsy vera, or per- 
haps a true epilepsy implanted on a menigo- 
vascular neuro-syphilis. 

In the series of epileptics studied by us at 
the Central State Hospital including the en- 
tire population of epileptics, each patient hav- 
ing a blood and spinal fluid Wassermann, 
mastic test, globulin, and cell count, together 
with a clinical survey, the following results 


were obtained: There were fifty-eight female 
patients, and 107 males, making a total of 165 
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epileptics. There were no positive blood Was- 
sermanns in either of the sexes. Two female 
patients gave a 1 plus on spinal fluid, with 
nothing corroborative. Five gave a slight 
trace of globulin with no other concomitant 
finding that might be expected. One of these 
patients had a suggestive fixed pupil with 
sluggishness in the opposite pupil, and a gen- 
eralized lymphadenopathy. so we conclude 
that we might be justifiable in assuming syphi- 
lis. She was accordingly put on anti-syphilitic 
treatment in the form of the arsenicals in- 
travenously, and five intraspinal treatments, 
but with a gradual but unmistakable deteriora- 
tion. Of the male epileptics, one gave a com- 
plete complement fixation, with negativity of 
all other phases, but was undoubtedly syphi- 
litic. Two cases with a 2 plus Wassermann, 
with no positivity on other phases and nothing 
clinically that could be made out, were disre- 
garded. The 4 plus male gave a history of 
epilepsy from childhood, with no congenital 
syphilitic stigmata. We must conclude that 
his syphilis was acquired long after the mani- 
festation of epilepsy and could play no role 
as an etiologic factor. 

None of the spinal fluids in the entire group 
gave a positive mastic, cells were not above 
four, and thirteen gave a very slight trace of 
globulin which I think must be disregarded. 


ConcLusions 
We believe that syphilis is a negligible fac- 
tor in epilepsy, and is coincidental, rather than 
etiologic, and that little if any improvement 
is to be expected from therapy as it has to do 
with epileptic seizures. 
BIBLIOGRAPHY. 
U. S. P. H. Reports, 1921, 36, 2058. 
Text book. 


Serum Diagnosis of Syphilis, 1911, p, 167. 
N. Y. Medical Journal, 1916, 
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From the Service of Syphilology, Central State Hos- 
pital, Petersburg, Va. 


Medical Arts Building. 


LESIONS OF THE AIR AND FOOD 
PASSAGES.* 


By E. G. GILL, M. D., Roanoke, Va. 
Foreign bodies of an organic nature, if not 


promptly removed from the tracheo-bronchial 
tree, will produce lesions which prove fatal, 


and the same is true of inorganic foreign 
bodies of a prolonged sojourn. Consequently, 


*Read before the fifty-ninth annual meeting of the es 
Society of Virginia, at Danville, Va., October 16-18, 
This paper was illustrated by lantern slides. 
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we include foreign bodies in the list of lesions 
found in the air and food passages. As a 
method for the safe and successful removal of 
foreign bodies, direct endoscopy first estab- 
lished itself and still remains without a rival, 
but its range of usefulness has been extended 
to diagnosis and treatment in such pathologic 
conditions in the lower air passages and esoph- 
agus as can be directly inspected by the 
endoscopist. Neoplasms of the tracheo-bron- 
chial tree can be divided into benign and 
malignant. The site of the lesions may be 
anywhere from the larynx to the periphery of 
the lungs. 


Mavienant Dtsrase or rar Lune 
A review of the literature on this subject in- 
dlicates that there is a definite increase in pri- 
mary cancer of the lung. McCrae states that 
primary cancer more often involves the bron- 
chi, the lung tissue being secondarily invaded. 


Benign NeorLasMs or tHE Traciro- 
Broncmian Tree 

Jackson states that true primary growths of 
the tracheo-bronchial tree, though not  fre- 
quent, are by no means rare, These primary 
growths include primary papillomata and 
fibromata as the most frequent, aberrant thy- 
roid, lipomata, adenomata, granulomata and 
amyloid tumors, These conditions can be 
safely and accurately diagnosed by use of the 
bronchoscope. 


Cyst or tHe Lune 
Moore reports an interesting case of multi- 
ple cyst of the right lung in a patient who 
was referred to him for bronchoscopy because 
of productive cough of seven years’ duration. 


Fisrinous Bronensris 
The writer reported a case of this type in 
the Virginia Mepican Monruny, November, 
1928. Bronchoscopic removal of fibrinous cast 
relieved the atelectasis of the left lung. 


or THE Tree 
Syphilis of the tracheo-bronchial tree is 
relatively rare as compared to laryngeal in- 
volvement. Hemoptysis may have its origin 
from a luetic ulceration. Diagnosis is made 
by endoscopy, Wassermann, therapeutic tests 
and elimination of tuberculosis. 
Broncnoscopy AstHMA 


Jackson states that bronchoscopic aspiration 
is the most powerful aid recently added to the 
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medicinal treatment of asthma. The writer 
has been able to relieve a number of asthmatic 
patients by this method of treatment where 
medical treatment had failed. 


ATELECTASIS OF THE LUNGS 
A review of the literature on this subject 
reveals many cases that have been relieved by 
bronchoscopy. 


Lestons or THE EsopHacus 
The esophagus may be the seat of both be- 
nign and malignant growths. Benign growths 
are rare as compared te malignant ones. 


Cancer OF THE EsorrHacus 

St. Clair Thomson states that more than one- 
half of all esophageal lesions are due to car- 
cinoma, and that in patients over forty years 
of age with obstinate dysphagia not quite 90 
per cent prove to be malignant. 

Syphilis of the esophagus is a very rare af- 
fection. 


EsorpHaGeaL SreNnosis 
Swallowing of a caustic alkali is the most 
frequent cause of stenosis of the esophagus. 
This is especially true in children, Malignancy 
comes next as a cause for esophageal stenosis. 


REFERENCES. 
1. Peroral Endoscopy, by Louis H. Clerf.  Re- 
printed from the Archives of Otolaryngology, 
Vol. 7, pp. 261-283. 
2. Bronchoscopy and 
Second Edition. 
711 South Jefferson Street. 


Esophagoscopy, Jackson's 


DISCUSSION. 

Dr. E. U. WALLERSTEIN, Richmond: Dr. Gill has 
given a number of very interesting slides here. I 
think he has emphasized the foreign-body work in- 
stead of the diagnostic and therapeutic work. As 
he so forcibly brought out, however, ninety per cent 
of bronchoscopy and endoscopy, in spite of foreign- 
body work, is treatment and diagnosis. This morn- 
ing Dr. Cole showed a very interesting series of 
bronchograms. I have seen Dr. Cole do this work. 
He does it very splendidly in that he avoids bron- 
choscopy by introducing a catheter and injecting 
lipiodol. That is a much easier procedure than 
bronchoscopy. I want to bring out the importance 
of bronchoscopy, however, because in bronchoscopy 
we can do a number of things in addition to the 
simple instillation of lipiodol. First, we can de- 
termine whether a foreign body is there. Very often 
the foreign body is non-opaque, so that it cannot 
be detected by the X-ray. Next, if there is consid- 
erable secretion in the lungs, it is very important 
to remove this secretion. At the same time you 
are diagnosing it you are also helping the patient 
by removing this secretion. I believe ninety per 
cent or more of cases of acute suppuration of the 
lung can be cured now if taken in time. 

As to foreign-body work, I do not think it is 
necessary to discuss it. We have seen some very 
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interesting cases on the screen, and I think Dr. Gill 
is to be congratulated on them. 

There is another series of cases that are very well 
treated by esophagoscopy, and those are the cases 
of esophageal spasm or cardio-spasm. They are very 
easy to treat and relief is usually prompt. 


ABDOMINAL ANEURYSM—REPORT OF 
A CASE.* 

By GORDON HASTINGS, B. S., M. D., El Dorado, Ark. 

Patient, a colored female domestic servant 
of 52. on September 16, 1926, requested 
medical service. She complained chiefly of 
general malaise, loss of weight, asthenia, sore 
throat and mouth, and a skin eruption. Phy- 
sical examination showed usual findings for 
insidious pellagra, along with a rather profuse 
leukorrhea, which was taken as a Neisserian 
infection. Physical examination was other- 
wise obviously negative and the usual treat- 
ment was instituted. The patient later seemed 
to be improved. 

On September 23, 1926, patient was taken 
rather suddenly worse, At this time the phy- 
sician requested urinalysis which showed slight 
trace of albumin with occasional granular and 
hyaline casts; blood pressure 106/65. A diag- 
nosis of interstitial nephritis was made and 
the customary treatment begun. On October 
8th the urinalysis continued to show albumin 
and casts: sp. gr. 12008, 

November 6th: urine negative; B. P. 126/ 4. 

November 16th: reported improving. 

December 6th: reported improving. 

The patient was not heard from again for 
three months, at which time a new syndrome 
had developed. Her chief complaint at this 
time was dragging pain associated with a feel- 
ing of weight and a lump in left side, the lat- 
ter of which was of short duration. Physical 
examination showed marked emaciation, as- 
thenia, and the patient was undoubtedly mori- 
bund, rapidly progressing toward imminent 
dissolution. Skin showed evidence of what 
was taken to be either previous pellagra or 
syphilis, or both. Mucous membranes were 
pale; eyes, ears, nose and throat essentially 
negative; chest showed marked emaci- 
tion. Moderate rachitic development. Respi- 
ratory excursion symmetrical, but shallow— 
due to pain upon deep inspiration. There 
were a few scattered rales in both bases; breath 
sounds normal; procussion showed normal] pul- 
monary resonance. There was no cough and 
patient complained of no deep thoracic pain; 


*Read before the Union County Medical Society, Arkansas. 


-ardiac sounds were weak and of poor muscular 
character. There was no cardiac asthma. The 
pulses were thought, doubtfully, to be unequal 
in force. There was undoubtedly an arrythmia 
of rate, force and volume. Heart sounds were 
persistently irregular which was taken to be 
auricular fibrillation. There was no cardiac 
hypertrophy, and no yalvular lesion. Exami- 
nation of chest was otherwise of no signifi- 
cance; abdomen rather scaphoid: no ascites, 
no shifting dullness; liver not palpable and 
with normal dullness upon procussion. Left 
upper quadrant showed pulsating tumor, 
synchronous with the heart sounds which, upon 
palpation, seemed to be about the size of an 
orange. A mass seemed to project from under 
the left costal margin, extending from a posi- 
tion in close proximity to the left mamillary 
line to the lumbar region where its own du!l- 
ness was lost by extending into the normal 
lumbar dullness. Its lower border encroached 
on a line drawn transversally through the 
umbilicus. The area over the mass showed 
marked cutaneous hyperaesthesia. Patient was 
tender upon palpation and complained bitterly 
when pressure was made, She _ persistently 
assumed a right-sided recumbency. She was 
exquisitely tender about region of left lumbar 
spine and complained of darting paroxysms 
of pain which extended upward to the left 
shoulder and not infrequently downward as 
far as the left femoral region. No other 
palpable masses noticed. Left femoral pulse 
wanting; right present but rather faint. 
Unfortunately, the use of a stethoscope over 
the tumor was inadvertently omitted. No 
genital examination was made; extremities 
with the exception of marked emaciation were 
essentially negative. 
Impression : 
1. Abdominal aortic aneurysm. 
2. Syphilis. 
3. Arteriosclerosis. 
4. Chronic myocarditis. 
5. Chronic interstitial nephritis. 
6. Polycystic kidney. 
Splenomegaly. 
8. Pedunculated leiomyoma. 
9. Pyonephrosis. 
10. Foecal impaction. 
Because of the rarity of aneurysm attack- 
ing the abdominal aorta, one would be rather 
reluctant in making a positive diagnosis of 
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such. Then, too, the tumor mass being so dis- 
tant from the aorta makes one uncertain due to 
the enormousness of the thing. The possibility 
of an aneurysm attacking the splenic artery 
was suggested, but dismissed due to the ab- 
sence of knowledge of such a case having been 
previously reported. A differential diagnosis 
seems to eliminate all the possibilities with ex- 
ception of an abdominal aortic aneurysm, A 
tentative diagnosis was thus made, however, 
with some reservation. 


Post-Morrem 

For the purpose of securing correct diag- 
nosis, permission was granted for performance 
of a post-mortem examination. For sake of 
brevity an excerpt is herewith given relative 
to the pathological findings: A mid-line in- 
cision extending from epigastrium to the mons 
pubis was made. No frte blood; no evidence 
of internal hemorrhage; left kidney rests upon 
a mass, easily palpated, about the size of a 
large orange. The tumor, a_ sacculated 
aneurysm was found, on a level with third and 
fourth lumbar vertebrae, The tumor was al- 
most completely filled with superimposed lay- 
ers of organized clot; this clot was extremely 
friable and crumbled between the fingers. Di- 
lated aortic wall apparently did not surround 
the tumor and obviously, through constant 
growth of the mass, it ruptured and edges re- 
tracted. The possibility of such a ruptured 
wall seems doubtful for it seems improbable 
that the force of the cardiac contraction could 
be sustained by such a thing as an organized 
clot of blood. 

I am of the opinion that the aorta was rup- 
tured at the time the aneurysm was dislodged, 
There was no evidence of either past or pres- 
ent intra-abdominal hemorrhage. 


AFTERMATH OF A CASE REPORTED. 
By H. C. GRANT, M. D., Staunton, Va. 
Some time ago I reported to the Medical 


Society of Virginia, a case in which the pa- 
tient was shot in the bridge of the nose with 
a twenty-two rifle, from ambush. He was 45 
years of age and in apparently good health. 
Twelve days after being shot he developed 
tetanus, with typical convulsions and opistho- 
tonos. After treatment with the anti-tetanic 
serum, he finally got better. On the twenty- 
fourth day after the injury he had a hemor- 
rhage and spit up about two ounces of bright 
red blood. Upon examination of the nose and 
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pharynx no bleeding could be detected from 
that source. He had no further bleeding. | 
saw him six months after the injury and he 
seemed to be in his usual health. 

At the time I reported the case to the 
Society I asked for suggestions as to where 
the hemorrhage came from and no one made 
any suggestions. This may have been on ac- 
count of the lunch hour being near and every- 
one had a distaste for prolonging the program! 

The interesting part of this case, at least 
to me, is that two years later this man died 
from gastric carcinoma. The hemorrhage was 
probably from a gastric ulcer and had noth- 
ing to do with the injury but was accidentally 
associated with it. 


Woman’s Auxiliary, 
to the 


Medical Society of Va. 


Annual Report—1928-29. 

The Woman’s Auxiliary to the Norfolk 
County Medical Society submits the following 
report: 

One hundred and twenty enrolled, forty-five 
of which we count active. 

Four executive and four regular meetings 
held during the year, these taking place in the 
same building and at the same hour of the 
Medical Society meeting, thus contributing, 
we believe, to a better attendance at both. 

The following eight (8) committees have 
functioned most satisfactorily through the year; 
Health Education: Hygeia; Entertainment: 
Publicity; Membership; Sick and Visitation: 
Music, and Motor Corp. The principal work 
sponsored by the Woman’s Auxiliary has been 
to endeavor to secure in the city a hospital for 
tubercular patients and to this end our ener- 
gies have been bent with the result of a defi- 
nite assurance that the plan has been confirmed 
and will soon materialize. An outstanding 
bit of work has been done this year by the 
Visitation Committee, cementing many new 
friendships for the Auxiliary by their many 
acts of friendly solicitude for sick members 
and those in trouble—caring every month in 
both a pleasant and practical way for an un- 
fortunate doctor’s widow and sending Christ- 
mas cheer to another doctor’s family in need, 
both of friendliness and financial aid. 

The Constitution and By-Laws were revised 
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during the year and a President-Elect secured 
that we might conform to both State and Na- 
tional requirements. At our request, the Presi- 
dent of the Medical Society appointed three 
doctors from their body to serve as an advisory 
committee to the Auniliary. 

The Chairman of Hygeia has sent in seventy- 
four subscriptions. 

The nicest social event of the year was a 
reception to all the members given by the 
Executive Board at the home of the President. 

Last. but far from least, of the things ac- 
complished, there has been at each of the four 
meetings an educational and inspirational talk 
from the heads of the finest philanthropic or- 
ganizations of the city in an effort to show the 
wives of doctors how and where they can best 
serve the community in which they live. The 
response has been gratifying. 

The following are the new officers for 1929- 
30-31: President, Mrs. W. P. McDowell; Ist 
Vice-President, Mrs. R. A. Burges; 2nd Vice- 
President, Mrs. Lewis Berlin; 3rd Vice-Presi- 
dent, Mrs. Arthur Porter; Recording Secre- 
tary. Mrs. Rufus Kight; Assistant Recording 
Secretary, Mrs. Foy Vann; Corresponding Sec- 
retary Mrs. Lockburn Scott; Assistant Corre- 
sponding Secretary, Mrs. Edward Starke: 
Treasurer, Mrs, Julian Rawls; and Assistant 
Treasurer, Mrs. George Renn. 

We hope they may find in their work the 
same pleasure and inspiration that the past 
two years’ work has given me. 

Respectfully submitted, 
Meuissa Payne Kine, Retiring President. 
(Mrs. M. N. King) 


The Truth About Medicine 


PROPAGANDA FOR REFORM 


Chemical Examination of Salyrgan.—G. W. Collins 
reports work carried out in the A. M. A. Chemical 
Laboratory for the Council on Pharmacy and Chem- 
istry on Salyrgan. He reports that in various jour- 
nals, periodicals and textbooks a structural formula 
is given for the compound which differs from that 
used by the distributor of the product. The theo- 
retical percentage of mercury of neither formula 
agreed with that given by the manufacturer. The 
examination disclosed that the formula used in the 
German literature was incorrect and that that of 
the manufacturer is correct. The product was found 
to be a definite chemical compound and of good 
purity. On the basis of the examination, tests and 
standards were drawn up: these were agreed to by 
the manufacturer and are used in the New and Non- 
official Remedies description adopted by the Council 
on Pharmacy and Chemistry. (Jour. A. M. A., De- 
cember 22, 1928, p. 1994). 


Hair-A-Gain.—This is an alleged enhancer of 
beauty, sheen, luster, color, texture, contour and 
abundance of the scalp and hair. Georgia O. George, 
of Los Angeles, claims to be the inventor, originator 
and sole manufacturer of this preparation and of 
mask O’Uth Liquid Mask and Scientific Systemethod. 
“Hair-A-Gain” is advertised in newspapers and by 
radio broadcasting stations WMCA, New York; 
WHK, Cleveland; WEBH, Chicago; KMOX, St. 
Louis; KFXF, Denver, and various stations on the 
Pacific Coast. The A. M. A. Chemical Laboratory 
reports that Hair-A-Gain Liquid Shampoo is mar- 
keted in bottles containing about 240 c.c. of a yellow, 
turbid, viscous liquid, possessing a faint odor sug- 
gestive of tar and a marked insoluble residue. From 
its examination the Laboratory concludes that the 
preparation is essentially a water solution of ordi- 
nary soap. Probably it is the tar, or tarlike sub- 
stanee, that is incorporated in the Hair-A-Gain Paste 
that has been responsible for such unpleasant effects 
as have been reported from its use. (Jour. A. M. A., 
December 22, 1928, p. 2012). 

Boullion Cubes.—These do not contain a great deal 
of nourishment. A four ounce (120 c.c.) portion 
of liquid boullion contains approximately 2.5 Gm. 
of protein, and no fat or carbohydrate, and has a 
fuel value of 13 calories. The only relation of boul- 
lion cubes to food lies in their stimulating effect on 
the gastric juices. (Jour. A. M. A., December 22, 
1928, p. 2015). 

Anatoxin and Diphtheria Toxoid.—Anatoxin is 
diphtheria toxin so modified by the addition of 
formaldehyde and the application of heat that the 
toxic properties are greatly reduced while the anti- 
genic properties are retained. The product is pre- 
pared and recommended for use in diphtheria prophy- 
laxis by Ramon, of the Pasteur Institute, Paris, 
France. American manufacturers supply a product, 
diphtheria toxoid, which is prepared by the addition 
of formaldehyde to diphtheria toxin and the appli- 
cation of heat. This material is tested for anti- 
genic efficiency by a guinea-pig protection test. It is 
essentially the same as anatoxin except for the 
method of testing for potency. The diphtheria toxoid 
of the H. K. Mulford Co. and E. R. Squibb & Sons 
has been accepted for New and Non-official Remedies. 
(Jour A. M. A., December 22, 1928, p. 2016). 

The Nature of Pepsin.—Most of the efforts to 
“purify” enzymes have resulted in the separation 
of products bearing the characteristics of proteins. 
This has been conspicuously true of the amylolytic 
group. It appears that the higher the degree of 
purification of the amylases, the more nearly do 
they approach the proteins in composition and prop- 
erties. Not long ago it was shown that pepsin of 
high proteolytic power can be obtained by isoelectric 
precipitation. At pH 2.5, products showing a pro- 
teolytic potency of 1:65,000 were secured. The 
analyses of these products are characteristic of a 
protein. All fractions still possess proteolytic prop- 
erties until they reach the stage when they are 
sufficiently small to diffuse through parchment or 
animal membranes. The gradual decrease of pro- 
teolytic activity of the enzyme itself is paralleled 
by loss of its complex protein characteristics. (Jour. 
A. M. A., December 29, 1928, p. 2069). 

Cod Liver Oil.—The discovery of at least two spe- 
cifically potent food factors, Vitamins A and D, in 
cod liver oil within comparatively recent years has 
completely altered the attitude of scientific investiga- 
tors, and laymen as well, toward this product that 
long had a place in dietotherapy on the basis of es- 
sentially empirically founded impressions. It is true 
that cod liver oil functions as a readily digested 
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and utilized fat and thus as a source of energy; 
yet an ounce yields little more than 250 calories. 
So far as present knowledge is concerned, the vita- 
min content of cod liver oil constitutes its chief claim 
for consideration in treatment. (Jour. A. M. A., De- 
cember 29, 1928, p. 2080). 

National Radium Emanator and Saubermann Ra- 
dium Emanation Activator Omitted from N. N. R.— 
The National Radium Emanator, marketed by the 
National Radium Products Co., and the Saubermann 
Radium Emanation Activator, marketed by Radium 
Limited, are appliances for impregnating drinking 
water with radon (radium emanation) in dosages 
ranging from 50,000 to 200,000 mache units in the 
case of the former, and 10,000 to 100,000 mache units 
in the case of the latter. The acceptance of both 
these products expiring wth the close of 1928, the 
firms were asked fo submit evidence in favor of their 
continued inclusion in New and Nonofficial Remedies. 
The National Radium Products Co. submitted an 
advertising circular which was in effect an indirect 
advertisement to the public and which made claims 
far in excess of those previously permitted by the 
Council. Radium Limited failed to respond to re- 
quests for the current advertising. In consideration 
of the claims made for the first apparatus and of 
the failure of the second firm to submit the present 
advertising, and because no further acceptable evi- 
dence has become available, the Council on Pharmacy 
and Chemistry voted to omit these products from 
New and Nonofficial Remedies and not to accept 
further apparatus for the activation of drinking water 
until convineing evidence for the therapeutic value 
of the internal use of radon becomes available. 
(Jour. A. M. A., April 6, 1929, p. 1181.) 

Oral Administration of Typhoid Vaccine.—Recently 
two investigators have observed the effect of oral 
administration of typhoid vaccine on antibody for- 
mation. Using the triple vaccine they found that 
88.5 per cent of their subjects developed agglutinins 
for typhoid and a lesser number for paratyphoid 
baccilli. This is compared to 80 per cent who, ac- 
cording to the literature, developed agglutinions after 
subcutaneous inoculation and to 90 to 95 per cent 
who show a positive Widal reaction after suffering 
from the disease. The administration of bile before 
the vaccine increased the percentage and _ short- 
ened somewhat the latent period in which agglutinins 
are developed. This interval, the investigators find, 
is no longer when the oral method is used than it is 
for the more orthodox method. Complement fixations 
and precipitins were tested in a smaller number of 
persons and were found to be present more fre- 
quently than in the case of subcutaneous inocula- 
tion. These results show a closer similarity in anti- 
body formation to the immunity reaction of typhoid 
on the part of oral than of subcutaneous adminis- 
tration. However, clinical resistance to disease may 
not correspond accurately with the development of 
agglutinins or precipitins. A method so well proved 
as subcutaneous inoculation against typhoid will not 
be lightly abandoned. (Jour. A. M. A., April 6, 1929, 
p. 1185.) 

Action of Morphine on the Alimentary Tract.—A 
better understanding of the action of morphine on 
different parts of the alimentary canal was obtained 
by animal experiments which showed that the most 
constant and lasting effect of morphine on gastric 
motor in the muscular tone of the stomach wall 
which outlasts the decrease activity is a decrease in 
amplitude and frequency of peristaltic waves. Di- 
acetylmorphine, codeine, papaverine and narcotine 
produce similar effects. In the colon the pronounced 
effect is a marked increase in tone, accompanied by 


more continuous peristaltic activity. On the basis 
of these experiments the constipation action of opium 
may be ascribed to the following: Relaxation of 
the stomach wall and decrease in peristalsis of the 
pyloric antrum decrease the rate of discharge of 
gastric contents into the duodenum. Consequently 
the stomach contents are distributed in small quan- 
tities throughout the small intestine, and this would 
lead to more complete digestion and absorption, 
The increase in tone and peristaltic activity of the 
small intestine would produce more even distribution 
of the content and further increase absorption. In 
the colon, the marked increase in tone, serves to 
hold back the material from the sigmoid and rectum, 
facilitates absorption, and renders the residue drier. 
These factors seem to explain the constipating action 
of opium. The antidiarrheic action of the opium 
alkaloids, may be explained by the increase in tone 
of the small and large intestine. The increase in 
tone of the musculature of both the small and the 
large intestine, following the administration of the 
opium alkaloids, will cause more even distribution 
of the content and lessen the tendency to distension, 
thus removing one factor in the production of pain. 
(Jour. A. M. A., April 13, 1929, p. 1269.) 

Hypervitaminosis.—From data relating to the 
therapeutic potency of irradiated ergosterol in pro- 
tecting experimental animals against rickets on an 
otherwise rachitic diet, it has been estimated that 
one part in many millions of food suffices to secure 
the prophylactic purpose. In human infants a daily 
dosage of considerably less than 4 mg. (6/100 grain) 
has already been demonstrated to be curative in 
cases of unmistakable rickets; and there is little 
doubt that this quantity may be considerably larger 
than the minimal protective dose. It should not be 
surprising if larger quantities of such potent sub- 
stances would exert a pronounced effect on the or- 
ganism, in directions that may not always be merely 
beneficial. There have been reports of experiments 
indicating the possibility of inducing hypercalcemia 
through use of large doses of irradiated ergosterol. 
There is no longer any doubt that harm may result 
from extremely excessive doses of irradiated ergo- 
sterol in rachitic animals. The hypervitaminosis to 
which reference has been made in experiments has 
involved the use of truly enormous doses. There 
are no evidences of harm, but many indications of 
striking benefit, from the customary intake of fat 
soluble or other vitamins. Toxic effects at such 
enormous dosages should not in any way discour- 
age the rational use of the properly standardized 
materials. For the benefit of those who wish to be 
on their guard for evidences of effects beyond the 
desired benefit, it may be stated that hypercalcifica- 
tion (eburnation), abnormally high blood pressure 
and hypercalcemia need to be borne in mind. (Jour. 
A. M. A., April 13, 1929, p. 1270.) 


Ergosterol and Cathode Rays.—It has been shown 
that the high voltage cathode rays developed by 
Coolidge also may transfer antirachitic potency to 
ergosterol and substances containing it. The experi- 
ments showed that this sterol exposed to cathode 
rays is not rendered as potent as when subjected to 
ultraviolet irradiation from a mercury vapor quartz 
lamp. These experiments indicate that the anti- 
rachitic properties produced by cathode rays are not 
due to exposure to ultraviolet radiation produced by 
the rays themselves. (Jour. A. M. A., March 9, 1929, 
p. 810). 

The Ninhydrin Test in Pregnancy.—The Abder- 
halden Ninhydrin test for pregnancy has fallen into 
disrepute. There is no evidence that a specific fer- 
ment exists in pregnancy. While tests on serum 
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from pregnant women are uniformly positive, the 
large number of positive results on the serum of men 
and nonpregnant women proved the test of no value 
for the diagnosis of pregnancy. (Jour A. M. A., 
March 9, 1929, p. 829). 

Vaccines for Prevention of Meningitis—The use 
of vaccines for the prevention of epidemic menin- 
gitis has not been extensive enough to establish any 
definite general medical opinion in regard to its 
value. (Jour. A. M. A., March 23, 1929, p 1008). 

Ephedrine Hydrochloride—Pitman-Moore Co.—None 
of the ephedrine products of Pitman-Moore Co. have 
been accepted by the Council on Pharmacy and 
Chemistry. The statement given in the advertising 
of the Pitman-Moore Co. that the ephedrine hydro- 
chloride was the first to be accepted by the Council 
on Pharmacy and Chemistry is in itself true; but the 
inference that the Pitman-Moore Co. brand of ephe- 
drine hydrochloride has been accepted by the Coun- 
cil is unfair. As ephedrine is susceptible to unusual 
reactions, physicians will do well to confine their 
prescriptions to brands of ephedrine which have been 
admitted to New and Nonofficial Remedies. (Jour. 
A. M. A., March 23, 1929, p. 1009). 


Book Announcements 


The History of Hemostasis. By SAMUEL CLARK 
HARVEY, M. D., Professor of Surgery, Yale Uni- 
versity; Surgeon in Chief, New Haven Hospital. 
Paul B. Hoeber, Inc. New York. 1929. 128 pages, 
with 19 illustrations. Cloth. Price $1.50 net. 


The Physiology cf Love. By GEORGE M. KAT- 
SAINOS, Ph. D., M. D. Privately printed at Bos- 
ton, Massachusetts. 1929. 326 pages. Cloth. 
Price $4.00. 


The Conquest of Cancer. By DANIEL THOMAS 
QUIGLEY, M. D., F. A. C. S., Instructor in Surgery 
in the University of Nebraska College of Medi- 
cine; Director of the Radium Hospital of Omaha. 
Philadelphia. F. A. Davis Company, Publishers. 
1929. 539 pages, illustrated with 334 engravings. 
Cloth. Price, $6.00 net. 


Diseases and Deformities of the Spine and Thorax. 
By ARTHUR STEINDLER, M. D., F. A. C. S., 
Professor and Head of the Department of Ortho- 
pedic Surgery of Iowa State University Medical 
School, Iowa City, Iowa. St. Louis. The C. V. 
Mosby Company. 1929. 573 pages, with 76 plates. 
Cloth. Price, $12.50. 


Diseases of the Thyroid Gland. By ARTHUR E. 
HERTZLER, M. D., Surgeon to the Halstead Hos- 
pital, with a chapter on Hospital Management of 
Goitre Patients. By VICTOR E. CHESKY, M. D., 
Associate Surgeon to Halstead Hospital. Second 
Edition, Entirely Rewritten. St. Louis. The C. 
V. Mosby Company. 1929. 286 pages. Illustrated. 
Cloth. Price $7.50. 


History of Blockley: A History of the Philadelphia 
General Hospital From Its Inception, 1731-1928. 
Compiled by JOHN WELSH CROSKEY, M. D., 
Philadelphia. Philadelphia. F. A. Davis Company, 
Publishers. 1929. 765 pages, illustrated with 15 
half-tone plates. Cloth. 


Chippewa Customs. By FRANCES DENSMORE. 
Smithsonian Institution, Bureau of American 
Ethnology, Bulletin 86. United States Government 


Printing Office. Washington. 1929. 204 pages. 
Illustrated. Cloth. 


Ferty-third Annual Report of the Bureau of Ameri- 
can Ethnology. To the Secretary of the Smith- 
sonian Institute. 1925-1926. United States Gov- 
ernment Printing Office. Washington. 1928. 828 
pages. Illustrated. Cloth. 


Diaanostic Methods in Internal Medicine. By SAM- 
UEL A. LOEWENBERG, M. D., F. A. C. P., As- 
sistant Professor of Clinical Medicine, Jefferson 
Medical College; formerly Assistant Professor of 
Physical Diagnosis at’ the Medico-Chirurgical Col- 
lege and the University of Pennsylvania, Phila- 
delphia. Philadelphia. F. A. Davis Company, 
Publishers. 1929. Octavo of 1,032 pages, with 
547 illustrations, some in colors. Cloth. Price, 
$10.00 net. 


New and Nonofficial Remedies, 1929, containing de- 
scriptions of the articles which stand accepted by 
the Council on Pharmacy and Chemistry of the 
American Medical Association on January 1, 1929. 
Cloth. Price, postpaid, $1.50. pp. 488; xlviii. 
Chicago: American Medical Association. 


This book offers a solution to the problem of the 
busy physician who is daily importuned by “detail” 
men to try the thousand and one new preparations 
brought out by enterprising manufacturers of phar- 
maceuticals. If the preparation in question is not 
described in New and Nonofficial Remedies, it is 
quite safe to refuse to try it no matter how alluring 
the salesman’s talk. The book contains descrip- 
tions of those new preparations which, after pains- 
taking examination, the Council on Pharmacy and 
Chemistry has found worthy of recognition and of 
trial by the medical profession. It is revised each 
year to bring it up to date with the best medical 
thought and to include the new preparations that 
have been recognized during the year as well as 
to delete those which have been found not to live 
up to their promise of therapeutic value. 

A new departure in this edition is a list of “‘ex- 
empted” articles. This comprises some hundred 
and thirty medicinal and non-medicinal products ex- 
amined by the Council and found to be of such 
composition and to be so marketed as not to re- 
quire acceptance or rejection by the Council under 
its rules. 


Annual Reprint of the Reports of the Council on 
Pharmacy and Chemistry of the American Medi- 
cal Association for 1928. Cloth. Price, postpaid, 
$1.00. pp. 75. Chicago: American Medical Asso- 
ciation, 1929. 


This book is a great deal more than a mere record 
of the negative actions of the Council on Pharmacy 
and Chemistry. It gives in full the reasons for the 
Council’s rejection of various preparations, but it 
also records results of the Council’s investigations 
of new medicinal agents not yet out of the experi- 
mental stage, and frequently contains reports on 
general questions concerned with the advance of 
rational drug therapy. All three categories of re- 
ports are represented in the present volume. 


International Clinics. A Quarterly of Illustrated 
Clinical Lectures and Especially Prepared Original 
Articles on Medicine, Surgery, etc. By Leading 
Members of the Medical Profession Throughout 
the World. Edited by HENRY W. CATTELL, 
M. D., and Collaborators. Volume II, Thirty-ninth 
Series, 1929. Philadelphia and London. J. B. Lip- 
pincott Company. 1929. 305 pages. Cloth. 
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JULY, 1929 No. 4 


Editorial 


Coronary Sclerosis. 

Practitioners must have a scientific as well 
as a practical interest in every work that fo- 
cuses attention upon and throws light upon 
pathologic changes in the coronary arteries 
of the heart. Furthermore, appreciation must 
be felt of the work of a man who, by careful 
study of the literature, has arranged references 
of publications on the subject under considera- 
tion, in this way submitting to easy access of 
the reader new or already known work bear- 
ing upon the pathology of vessels supplying 
the heart with blood. This has been a rather 
neglected work, as one evaluates its proper 
place in the category of important disease 
problems. A popularization of this branch of 
medical inquiry in the medical reading of the 
practitioner makes for an advancement of a 
clearer understanding of heart attacks, and 
sudden death by the heart infarction, Such 
editorial reference to the coronary circulation 
of the heart, is to bring this word of apprecia- 
tion of the publication of MacLean,* under the 
title “Sclerosis of the Coronary Arteries of 
the Heart,” and to further draw the attention 
of our readers, out in the field of daily prac- 
tice, to an epitome or summary of this worth- 
while study of Dr. MacLean’s. After much is 
said about the place of importance in medical 
consideration of this or that disease, it is not 
difficult to show that as a cause of death and 
of human disability and illness, disease of the 
blood vessels of the heart, particularly the 
arteries, takes an undisputed and foremost po- 
sition. 


VoL. 56 


*Annals of Internal Medicine, June, 1929. 
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Tue Term 

After years of discussion it seems well 
enough to have a common understandine in 
the use of the term “arteriosclerosis.” While 
pathologists are capable of making differen- 
tiation and classifications in the proliferative 
disease of arteries, and, also, in degenerative 
disease of the arteries, the clinician or prac- 
titioner as he works on the living subject at 
the bedside may ordinarily consider any hard- 
ening or thickening of the arterial wall to be 
arteriosclerosis. It is not infrequent that 
pathologic examination shows the presence of 
proliferative and degenerative changes present 
in the same subject. 

MacLean in discussing different types of 
sclerosis, found in the coronary arteries, notes 
that his series showed that preponderance of 
change was in the intimal coat over the other 
coats. This was found to be true except in 
the small muscular and finest subepicardial 
branches where the adventitia suffered the 
greatest change. He observed in his series 
that there was a chronic nodular or diffuse en- 
dartiritis which in its early formation con- 
sisted either of a deposition, “layer by layer” 
of endothelial structures or an increase in the 
delicate subendothelial connective tissue stroma. 
The changes in musculo-elastic layers were 
marked by a splitting into two layers of the in- 
ternal elastic lamina, being separated by a few 
longitudinally running muscle fibres, some con- 
nective tissue and an occasional “foam cell.” 
This condition was more common in old hearts. 
Changes in the medial coat consist of an in- 
flammatory reaction, says Maclean, so fre- 
quently seen accompanying acute systemic in- 
fection. This is a notable observation of in- 
terest to practitioners dealing with infections, 
syphilitic or other pronounced systemic infec- 
tions. The fibrosis, while originating from 
adventitia, was more marked on the outer side 
of the media and appears to progress along the 
coronaries to the finer ramifications. A thin- 
ning and atrophy of the media, was noted by 
MacLean in his series, beneath the area of 
nodular endarteritis, No localized hyper- 


trophy of the media was observed and the 
atrophic changes probably depend upon the 
reduced nutrition reaching the medial coat be- 
cause of the thickening of the intimal coat and 
besides this, suggests MacLean, blood pressure 
upon the vessel wall favors diminished nutri- 
tion. The adventitia suffered inflammatory 
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changes. Depending on the type and severity 
of the reaction, involvement of adventitia in 
large or small branches were noted: probably 
rheumatic fever and syphilis brought about 
most frequent inflammatory adventitia changes 
in the coronary system of the heart. In asso- 
ciation, and as a result, nutritional changes in 
the heart muscle structure results. This clini- 
cally may be observed in heart cases following 
a historic infection of this sort. The promi- 
nal portion of the left coronary and its an- 
terior descending branch, which, notes Mac- 
Lean, are the commonest sites for such a lesion, 
may “account for the greater preponderance 
of myocardial fibrosis seen in the septum.” 


Time or Lire anp Coronary Scierosts 

In the study of arteriosclerosis and ac- 
cepting the general understanding of the defi- 
nition as before noted, it is necessary to ob- 
serve that sclerosis, seys MacLean, was found 
in the coronary system at the age of five days; 
both the right and left coronary arteries 
showed nodular thickening of the intima. 
Patients of marked sclerosis who came to 
autopsy at the ages of fourteen, sixteen, and 
twenty years were found in this series. These 
rather rare findings emphasize the need for 
a clearer understanding of the early and in- 
cipient pathologic changes of the coronary that 
may and do occur in patients suffering from 
profound systemic infections. The common 
acceptation of coronary disease has been to as- 
sign it to the category of “old age.” But so 
young as twenty-three years this observer noted 
‘alcium deposit in the internal elastic lamina 
of the coronary artery and atheroma was noted, 
also, at the age of twenty-three years; the 
finger of emphasis must be pointed at the fifth 
decade for exhibition of the highest frequency 
of arterial changes in the coronary circulation 
of the heart. At fifty years, MacLean’s 
series showed chronic nodular endarteritis to 
be by far the most common form of lesion of 
the coronaries. Calcification and atheroma 
were changes observed in late years. 

One cannot leave this important considera- 
tion of this subject without noting MacLean’s 
summing up of the paper presented and cer- 
tain conclusions reached in this study of the 
ninety-five hearts examined and literature re- 
viewed in preparation of this contribution. He 
writes : 

“1. Coronary sclerosis is the second com- 
monest type of arteriosclerosis which we have 


encountered, It cannot be gauged by exami- 
nation of peripheral arteries alone. 

“2. The distribution of sclerotic changes in 
the coronaries of the heart varies widely ac- 
cording to the portion of this arterial system 
examined, Intimal changes occur most fre- 
quently in the main coronaries, less frequently 
in the larger branches, and are seldom seen in 
the fine muscular twigs. Adventitial changes 
on the other hand are more common in the finer 
muscular branches. 

“3. Coronary sclerosis is usnally present in 
both coronaries. It is more marked, however, 
in the left coronary than the right. 

“4. Nodular endarteritis in the most com- 
mon lesion affecting the coronary arteries of 
the heart and it often produces marked ob- 
struction to the lumen. It rarely occurs apart 
from an aortic sclerosis. 

“5. Atheroma and calcification of the intima 
of the coronaries rarely occur in the smaller 
branches. This lesion increases with frequency 
with age and is nearly always secondary to a 
chronic nodular endarteritis. 

“6. Fatty degeneration may occur in any 
portion of the intima or media. Fatty streaks 
in the intima are usually found associated 
with intoxications, acute infections, diseases or 
metabolic disturbances. 

“7, Calcification of the internal elastic 
lamina when it occurs, may be the only caleci- 
fied area in the artery. 

“8. Acute systemic infections are evidenced 
in the coronaries of the heart by cellular reac- 
tions in the various coats, As a rule these are 
more marked in the adventitia and intima than 
in the media. 

“9. The most common lesion in the finer 
muscular branches and epicardial twigs is an 
increase in the connective tissues about the ad- 
ventitia. 

“10. Fibrosis of the myocardium is prob- 
ably largely an end-result of coronary disease, 
especially the fibrosis occurring around the 
finest vessels which is related to an adventitial 
type of sclerosis. 

“11. The most common site for coronary oc- 
clusion is in the commencement of the anterior 
descending branch of the left coronary. The 
occlusion is nearly always the result of a pro- 
cess of thrombosis. Nodular endarteritis or 
atheromatosis changes alone rarely, if ever, 
produce occlusion. 

“12. Occlusion of one coronary, if not too 
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suddenly produced. results so-called 
‘anemic infarcts,’ which may heal by fibrosis. 

“13. The symptom-complex, angina pectoris, 
is commonly related to coronary sclerosis.” 


Curonic ArrertaL Disease 


While one is considering the excellent work 
of MacLean on sclerosis of the coronary sys- 
tem of the heart, it may be worth while to 
point out some general considerations on the 
much wider disease problem to be found in the 
general term chronic arterial disease. 

Chronic disease of the arteries may be briefly 
stated as found in a gradual thickening of the 
arterial walls associated in chronic infections, 
chronic intoxications of alcohol or lead, chronic 
disease such as Bright’s disease and cliabetes. 
The essential lesions in arteriosclerosis are 
found in the intima, in the subendothelial 
layer. 

Later, proliferative and degenerative changes 
occur through the several coats. Classification 
by pathologists according to pathologic changes 
have been arranged and need not be brought 
out here. Enough is said in this comment to 
emphasize that the initial changes are difficult 
to discover and produce clinical sizns rather 
late in the progress of the arterial disease, But 
a mind to discover and bring to the front in im- 
portance, symptoms of arterial disease in the 
early stages of its development should make 
for a better chance and opportunity io abridge 
the direful accidents and to delay the cerminal 
features that are imposed in after years. 

Physicians must not be content to draw con- 
clusions from certain peripheral arteries. Peri- 
pheral arteries which may be felt and observed 
may not at all represent the state of the blood 
vessel wall in the brain, the heart, the extremi- 
ties or the abdomen. The hardened peripheral 
vessels should have, however, a real meaning. 

The patients with arterial hypertension, 
where vessel and tension may be altered, need 
complete physical and laboratory study and 
they need such a study at once. In the ade- 
quate consideration of these patients who are 
in the fifth decade it means a much longer 
tenure of useful life if complete inventory is 
made and emphatic instructions are laid and, 
most important of all, day by day living ac- 
cording to an intelligent plan is carried out. 

Arterial disease is widespread. It is found 


*Work done by Donald L. MacLean, M. D., B. S. C., (Med.) 
Department of Pathology, University or Toronto. (See Annals 
of Internal Medicine, Vol. 2, No. 12.) 


in every mode of life. It brings numerous 
and lamentable disorders. The prevention of 
the terminal features and the prolongation of 
the physical and mental activity of the indi- 
vidual is to be sought by the early disocvery 
of the conditions and by a careful regimen of 
daily management of the basic diseases or con- 
ditions. 


News Notes 


University of Virginia, Department of Medi- 
cine Finals 
Were held, as usual, in connection with the 

commencement exercisees of all departments of 

the University, June 9th-11th. Among ihe 
graduates, there were fifty-two men and one 
woman to receive the degree of doctor of medi- 
cine.. Names of these voung doctors, who rep- 
resent eight states and two foreign countries, 
are given below with hospital appointments: 

Universiry or Virernia Hosprrar, Univer- 
stry, Va.—Drs. Wilbur Allen Barker, Dan- 
ville; Donald Osborne Hamblin, University: 
Eugene Swanson, Pulaski: Robert Win‘eld 
Crenshaw McClanahan, Roanoke; Chimer 
Davis Moore, Cambria: Charles Linwood 
Savage. Portsmouth; William Cowell Steph- 
enson, Jr.. Roanoke: John Davis Dabney 
Ware, Sewanne Tenn.; and Herbert De- 
Grange Wolfe, Jr... Petersburg. 

Sr. Luke's Hosprrar, New Yor«, N. Y.—Drs. 
James Porter Baker, Jr.. Hallsboro: and 
Jed Hotchkiss Irvine, Charlottesville. 

Hosprran, New Yorn, N. Y¥,—Drs. 
John William Bolen, Galax, and Belle Bon- 
ner Dale, Tampico, Mexico. 

Jouns Horkixs Hosprran, Bavrimorr, Mp.— 
Dr. Thomas Bradley, Washington, D. C. 
GarFieLp Memoriat Hosprran, WasHineron, 
D. C.—Drs. Arthur Parker Butt. Jr., Elkins, 
W. Va.: Alva Duckett Daughton, East Falls 
Church; and Bascom Brockenborough 

Young, Blackstone. 

Birwinguam, Ava.—Dr. 
Francis Leroy Byers, Harrisonburg. 

Virernta Mason Hosprrar, Searrur, Wasn.— 
Drs. Aubrey Richardson Carter, Dry Fork: 
Frederick Pilcher, Jr., Petersburg, and Har- 
rison Rawlings Wesson, Lawrenceville. 

Roanoke Hosprrat, Roanoke, Va.—Drs. Howe 
Reese Coleman, Jr., Collierstown, and John 
Monroe Green, Georgetown, Ga. 

NorFoLk Prorestant Hospirat, Norroik, Va. 
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—Drs. Carl Conrad Cooley, Phlegar, and 
Frank Duncan Castenbader, Norfolk. 

Navat Hosprrat, Porrsmourn, Va.—Dr. John 
Mallory Clayton Covington, Laurinburg, N. 
c. 

CuesaPEAKE & Onto Hosprrar, Ciirron Forer, 
Va.—Dr. Maurice Milton Fliess, Clifton 
Forge. 

Brive Rince SanaroriumM, 
Va—Dr. Arthur Eulving Glover, Char- 
lottesville. 

JerFerson Hosprrar, Roanoke, Va.—Dr. 
Charles Slicer Groseclose, Ivanhoe. 

Sr. Exizaneru’s Hosprrar, Va— 
Drs. Guy Winston Horsley, Richmond, and 
Robert Tunstall Pierce, Jr., Newport News. 

GrassLanps HosprraL, N. Y.—Dr. 
William Childs Hutcheson, Boydton. 

CHARLESTON GENERAL Hosprran, 
W. Va—Dr. Troy Howell Hutchinson, 
Wise. 

MorrtsAnta GenerAL Hosprrat, New York, 
N. ¥.—Dr. Charles Kavovit, New York, N. 

Orance Memorian Hosprrar, Orance, N. J.— 
Dr. Thomas Cyprian Lawford, Lynchburg. 

Sixnat Hosprran, Mp.—-Drs. 
Maurice Leon LeBauer, Greensboro, N. C.: 
Sidney Ferring LeBauer, Greensboro, N. C., 
and Hyman Blacker Weinberg, Petersburg. 

Rover Hospirar, C.—Dr. 
Meyer Harry Legum, Norfolk. 

Lincotn Hosprrar, New York. N. Y.—Dr. 
Henry Wallace Litvack, Brooklyn, N. Y. 
New York Post Grapvatre New 
York, N. Y.—Drs. Robert Bonser Lobban, 
Alderson, W. Va., and Joseph McBride 

Sloan, Huntington, W. Va. 

Sr. Mary's Hosprrar, Brooktyx, N. Y.— 
Dr. Jules Robert London, Brooklyn, N. Y. 
Mepicau CoLiece or Vireinta Hosprran, Ricu- 
MoND, Va.—Dr. Paul Rutherford MacFad- 

yen, Jr., Rutherford, N. C. 

Santo Tomas Hospiran, Panama — Dr. 
Alberto Navarro, Panama, R. P. 

Kines Country Hosprrat, Brooktyx, N. Y.— 
Dr. Paul Otto, University. 

Jamaica Hospirran — Dr. Minor Bransford 
Payne, Clifford. 

Watrer Reep Generat Hosprrat. WaAsHING- 
ron, D. C.—Dr. Robert Edwin Peyton, Bar- 
boursville. 

Cuurcu Home & Infirmary, Bavrimore, Mp. 
—Dr. John Alsop Pilcher, Jr., Roanoke. 


GeRMANTOWN HosprraL, Pa.— 
Dr. Christopher Madison Turman, Jr., 
Arcola. 

Norwoop Hosprrat, Ata.—Dr. 
William Lewis Willis, Birmingham, Ala. 
Other members of the graduating class in 

medicine are: 

Dr. Tarring Whitfield Heironimus, Jr., 

Grafton, W. Va. 

Dr. John Howard Greene, Clintwood, Va. 


Our Charlottesville Meeting. 

Plans are progressing steadily for a most in- 
teresting meeting of the Medical Society of 
Virginia in Charlottesville, October 22nd, 23rd 
and 24th. This is the first time our Society 
has met in that city since 1906, and this will 
be a most opportune occasion for those who 
have not visited that place in some time to see 
the great improvements which haye been 
wrought there and at the University of Vir- 
ginia, Be sure to include the above named 
dates as a part of your yacation and bring the 
ladies in your family with you. 

Doctors’ wives and daughters will be inter- 
ested in knowing that Mrs. H. B. Mulholland 
has been appointed chairman of the Ladies’ 
Committee on entertainment. The following 
doctors’ wives will serve on her committee: 
Mesdames H. L. Baptist. A. F. Voshell. R. L. 
Page, F. B. Stafford, M. L. Rea, W. D. Macon, 
F. D. Woodward, J. C. Flippin, J. H. Neff, 
and KE. P. Lehman. 

This year, the Program Committee has de- 
parted from the old idea of having a sympo- 
sium and decided to have two special papers 
in place of this—one on “Recent Progress in 
Internal Medicine” and the other on “Recent 
Progress in General Surgery.” Dr. H. B. 
Mulholland, of the Medical Department of the 
University of Virginia, and Dr. G, P. La- 
Roque, of the Surgical Department of the 
Medical College of Virginia, have accepted the 
invitations of the Committee to present the 
above papers, respectively. A number of other 
interesting papers will appear on the program. 


The Norfolk County Medical Society, 

At its annual meeting on the evening of July 
the 3rd. elected the following officers for the 
coming year: President. Dr. C. Lydon 
Harrell; vice-president, Dr. Franklin D. Wil- 
son; secretary-treasurer, Dr. Lockburn  B. 
Scott (re-elected). All of these officers are of 
Norfolk, Va. 

At this meeting, delegates were elected to 
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the Charlottesville meeting of the State So- 
ciety. Their names will appear in the list 
of delegates in a later issue of the Monruty. 
The Southside Virginia Medical Association 

Met at LaCrosse, Va., June the 11th, with 
_ over fifty members in attendance. An un- 
usually attractive program made the meeting 
most interesting to those present. An espe- 
cially attractive feature of this meeting was 
the exhibition by Dr. W. W. Wilkinson, of 
LaCrosse, of some cases of pellagra, Another 
feature enjoyed by all was the barbecue and 
brunswick stew dinner served the visitors in 
the beautiful grove back of the High School 
by the doctors of LaCrosse and South Hill— 
Drs. W. W. Wilkinson, C. V. Montgomery, 
and W. L. Varn. Dr. R. H. Manson, 
McKenney, presdent, presided at this meeting 
and Dr, R. L. Raiford, Franklin, was in his 
usual place as secretary. 


Married. 

Dr. Jack Smiley, Salem Va., and Miss Mary 
Frances Duke, April the 19th in Washington, 
D. C. 

Dr. Emerson Macaulay Babb, Ivor, Va., and 
Miss Virginia Bell Smith, Franklin, Va., June 
25th. 

Dr. Chapman Hunter Binford, Pamplin, 
Va., of the class of °29, Medical College of 
Virginia, and Miss Thelma Lynette Beau- 
champ, Rainswood, Va., June 8th. 

Dr. Charles Lewis Baird, Dillwyn, Va., and 
Miss Mary Virginia Smith, Richmond, June 
25th. Dr. Baird is also a 1929 graduate from 
the Medical College of Virginia. 

The marriage has just been announced of 
Dr. Paul Rutherford MacFadyen, Jr., of 
Rutherford N. C., and Miss Martha Elizabeth 
Goodwin, of Louisa, Va., at Rockville, Md., 
August 3, 1928. 

Dr. Francis Bailey Teague, Roanoke, Va., 
and Miss Doris Evalene Ferrell, Lynchburg, 
Va., June 8th. 

Dr. Oswald Fenton Hedley, of the class of 
28, Medical College of Virginia, and Miss 
Charlotte Marie Best, Round Hill, Va., June 
26th. Dr. Hedley is now stationed at the 
Quarantine Hospital, New Orleans, La. 

Dr. Homer Browning Luttrell, Bramwell, 
W. Va., an alumnus of the Medical College of 
Virginia, and Miss Virginia Painter, of 
Pulaski, Va., July 6th. 

Dr. Charles Hawes Evans, of the class of 
25, University of Virginia, Department of 


dential address, 


[ July, 


Medicine, and Miss Eleanor Goodwin Brown, 
of New York, June 8th. Dr. Evans interned 
in New York City and later took post-gradu- 
ate work. He will now be located at 136 Har- 
rison Street, East Orange, N. J. 
Dr. Joseph A. White, 

Richmond, Va., was awarded. the honorary 


degree of doctor of laws at the commencement . 


exercises of Mount St. Mary’s College, Emitts- 
burg, Md., June the 11th. Dr. White is an 
alumnus of this college and has been for many 
years a prominent and beloved eye, ear, nose 
and throat specialist in Richmond, and is con- 
sidered a foremost specialist throughout this 
country. 


Dr. George S. Silliman, 

Formerly roentgenologist at the George Ben 
Johnston Memorial Clinic, Abingdon, Va., has 
recently gone to Gary, Ind., where he has 
accepted the position as roentgenologist and 
pathologist at the Methodist Hospital in that 
place. 


New Professors at University of Virginia, 

Department of Medicine. 

Dr. Kenneth F. Maxcy, assistant surgeon of 
the U. S. Public Health Service, has been 
elected professor of public health and hygiene 
at the University of Virginia, to fill the new 
chair just established there. The establish- 
ment of this chair was made possible by a gift 
from the General Education Board to the 
Medical Department. Dr. Maxcy is an 
alumnus of Johns Hopkins University, School 
of Medicine. After the World War, he re- 
turned to Johns Hopkins, and received his de- 
gree as doctor of public health in 1921. 

Dr. David C, Wilson, recently of Clifton 
Springs Sanitarium, New York, has been 
elected associate professor of psychiatry and 
neurology. He is a member of the class of 
19, University of Virginia, Department. of 
Medicine. 

Both Drs. Maxey and Wilson will join the 
medical staff with the opening of the next 
session in September. 


The Medical Society of the District of 

Columbia. 

At the meeting of this Society on May 29th, 
Dr. Harry Hyland Kerr delivered his Presi- 
The meeting was attended 
by members of the Society and of the Woman's 
Auxiliary. The following officers were elected 
to serve from July 1, 1929, to June 30, 1930: 
President, Dr. John A. Foote; Vice-Presi- 
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dents, Drs. William J. Mallory and Kate B. 
Karpeles; Secretary-Treasurer, Dr. Coursen 
B. Conklin (re-elected) ; Delegate to the A. M. 
A.. Dr. Henry C. Macatee, with Dr. Frank 
Leech as Alternate; Executive Committee, Drs. 
Harry H. Kerr, R. Arthur Hooe and Wm. H. 
Hough. 

Drs. Leslie T. Gager and E. Clarence Rice 
were elected as Chairman and Secretary-Treas- 
urer, respectively, of the Section on Internal 
Medicine; and Drs, Louis S. Greene and 
Edward R. Gookin as Chairman and Secretary, 
respectively, of the Section on Ophthalmology 
and Oto-Laryngology. 

Dr. Stuart McGuire, 

Richmond. Va., was recently elected chair- 
man of the executive committee of the Board 
of Visitors of the Medical College of Virginia, 
succeeding Mr. Thomas L. Moore, deceased. 
Elementary Training for Doctors’ Helpers. 

The University of Virginia will hold its 
fifth Institute for Doctors’ Helpers in Wash- 
ington Hall, for the five days, August 5th to 
9th, inclusive. This Institute, as well as one 
to be given for colored women at the Vir- 
ginia Normal and Industrial School at Peters- 
burg from August 12th to August 16th. inclu- 
sive, is to be conducted by trained lecturers 
from the State Department of Health. 

The purpose of the course is to teach women 
such elementary principles of nursing as may 
qualify them to act as bedside helpers when 
trained nurses are neither available nor abso- 
lutely necessary. The courses are designed so 
they may be particularly helpful in training 
women to act in confinement cases. 

There are many hundreds of women in Vir- 
ginia who have some leisure that might profit- 
ably be occupied in helpful ways. It is cer- 
tain that these Institutes show one way to 
occupy spare time; and it is hoped that some 
of the women trained at these Institutes may 
eventually be so impressed with the possibili- 
ties of the work that they may go far toward 
supplanting the ignorant midwives upon whom 
so many of the rural women have to depend 
at childbirth. 

Dr. S. G. Miiler, 

Recently of Bacova, Va., has moved to Hunt- 
ington, W. Va., where he is connected with 
the Chesapeake and Ohio Hospital. 


New York’s New Child-Marriage Law 
At last, after a five years’ legislative cam- 
paign, New York State has adopted a new 


child-marriage law, which requires the consent 
of a judge of a children’s court as well as that 
of the parents before marriage licenses may be 
issued for girls under sixteen years of age. 

The John Horsley Memorial Prize for 1929 

Has been awarded to Dr. Bayard T. Horton, 
of Rochester, Minn., for a thesis entitled “A 
Study of the Pyloric Block with Special Refer- 
ence to Musculature, Myenteric Plexus and 
Lymphaties.” 

This prize given by Dr. J. Shelton Horsley, 
of Richmond, Va., is awarded biennially by 
a Committee of the University of Virginia 
Faculty to medical graduates of the Univer- 
sity of Virginia of not more than fifteen years’ 
standing for a thesis representing original 
work on some subject in the field of surgery. 
It consists of the income for the two-year 
period from a gift of $10,000, and is therefore 
in the neighborhood of $1,000. 

The theses in competition for the award of 
1931 must be in the hands of the Chairman 
of the Committee, Dr. Edwin P. Lehman, Uni- 
versity, Va., by February 1, 1931. 

A Few Summer Vacationists. 

Dr. and Mrs. N. Thos. Ennett, Richmond, 
are leaving early this month for a vacation 
of several weeks in Europe. 

Dr. George A. Wright, superintendent of 
the Southwestern Virginia State Hospital, 
Marion, Va., left the latter part of June for 
a visit to Baltimore and a trip to western 
states. 

Dr. and Mrs, J. F. McClellan and children 
have returned to their home at Kenbridge, 
after a visit of several weeks to relatives in 
Florida. 

Dr. R. H. Fuller has returned to his home 
in South Boston, after a visit of several weeks 
at the Mayo Clinic, Rochester, Minn. 

Dr. Nelson Mercer, Richmond, is home again 
after a motor trip to Wilkes-Barre, Pa., his 
mother having gone with him. 

Dr. C. E. C. Peyton, Pulaski, Va., was re- 
cently in Richmond, having come here for a 
visit to his daughter, Mrs. R. C. Fravel. 

Dr. Elizabeth Edmunds has returned to her 
home in Richmond, after a visit to her parents 
at her former home in Halifax, Va. 

Dr. St. Julien Oppenhimer, of Richmond, 
is home again after a fishing trip with a party 
of friends at Wachapreague, Va. 

Dr. and Mrs. Albert E. Wilson, Norfolk, 
Va., recently enjoyed a vacation motoring 
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through the Valley of Virginia. They also 
went through Goshen Pass during the rhodo- 
dendron and mountain laurel season. 

Dr. J. L.. Hamner, Mannboro, Va., has been 
visiting friends in West Virginia. 

Dr. P. E. Tucker has just returned to his 
home at Buckingham C. H., Va., after several 
months of special studying in New York City. 

Dr. and Mrs. J. Reginald Bailey, Keysville, 
Va.. with a party of friends, have been on a 
camping trip at Burwell’s Bay. 

Dr. and Mrs. Hunter McGuire, Richmond, 
with several friends, have been spending some 
time at Virginia Beach. 

Dr. and Mrs. Howard Urbach, Richmond, 
left the first of July for Camp Virginia, near 
Goshen Pass, Va., where they will spend some 
time. 

The Samuel D. Gross Prize. 

The trustees for this prize, Drs. William J. 
Taylor, John H. Jopson, and Edward B. 
Hedge, announce that essays will be received 
in competition for the prize of fifteen hundre:| 
dollars until January 1, 1930. 

The conditions annexed by the testator are 
that the prize “shall be awarded every five 
years to the writer of the best original essay, 
not exceeding one hundred and fifty printed 
pages, octavo, in length, illustrative of some 
subject in Surgical Pathology or Surgical Prac- 
tice founded upon original investigations, the 
candidates for the prize to be American citi- 
zens.” 

It is expressly stipulated that the competitor 
who receives the prize shall publish his essay 
in book form, and that he shall deposit one 
copy of the work in the Samuel D. Gross 
Library of the Philadelphia Academy of Surg- 
ery, and that on the title page it shall be 
stated that to the essay was awarded the 
Samuel D. Gross Prize of the Philadelphia 
Academy of Surgery. 

The essays, which must be written by a 
single author in the English language, should 
be sent to the “Trustees of the Samuel D. 
Gross Prize of the Philadelphia Academy of 
Surgery. care of the College of Physicians, 19 
S. 22d St., Philadelphia,” on or before Janu- 
ary 1, 1930. 

Each essay must be typewritten, distin- 
guished by a motto, and accompanied by a 
sealed envelope bearing the same motto, con- 
taining the name and address of the writer. 


[ July, 


No envelope will be opened except that which 
accompanies the successful essay. 

The Committee will return the unsuccessful 
essays if reclaimed by their respective writers, 
or their agents, within one year. 

The Committee reserves the right to make no 
award if the essays submitted are not consid- 
ered worthy of the prize. 

Dr. Lawrence T. Price, 

For several terms a member of the Common 
Council of Richmond, Va.. has tendered his 
resignation to be effective at the July meeting, 
owing to the demands of his professional work. 


How Far Are Farm Families from Medical 

Help? 

Seven miles from. the nearest doctor and 
eighteen miles from the nearest hospital was 
the average distance for the 860 farm women 
who answered a questionnaire sent out last 
December by The Farmers’ Wife. These 
women came from every State in the Union. 
The actual distances for the families repre- 
sented varied from a few village blocks to 
seventy-five miles, not infrequently over bad 
roads and narrow mountain trails. 

Virginia Children Show Improvement. 

When, four years ago, the State depart- 
ments of health and education adopted a five 
point standard of physical fitness for school 
children, the percentage of physically fit was 
comparatively low, The first annual exami- 
nation gave a record of approximately 7 per 
cent. 

During the following year, considerable at- 
tention was given to the correction of remedi- 
able defects, and parents generally began tak- 
ing greater interest in the work. The teachers 
were reporting far better progress among ihe 
physically fit children as compared with the 
under-normal ones. This gave an added incen- 
tive, and the outcome was a doubling of the 
percentage of standard children. 

The third annual showing is now being com- 
piled and the first records received by the 
health department indicate a very gratifying 
outcome. It is virtually certain that the 
figures for the State will show this year at 
least 25 per cent of the school children in good 
condition so far as their weights, vision, hear- 
ing, breathing and teeth are concerned. One 
county, Warren, reports more than 60 per cent 
as five-pointers. 

The State Health Commissioner feels that it 
will only be a short time when all Virginia 
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counties will be making records in this line to 
compare with Warren. 
Dr. K. P. B. Bonner 

Has recently been elected Mayor of More- 
head City, N.C. Dr. Bonner is an alumnus 
of the Medical College of Virginia. 

Dr. James W. Keever, 

Formerly resident physician at Pine Camp 
Hospital. Richmond, Va., has been appointed 
health officer for Hickory, N. C. Dr. Keever 
went to Hickory to become city physician and 
the new appointment will combine those duties 
with that of the board of health officer. He is 
a graduate of the Medical College of Virginia 
in the class of °27. 

Reidsville, N. C., to Have Hospital. 

Dr. T. W. Edmunds. Danville, Va., is to 
be in charge of a hospital to be erected in 
Reidsville, N. C.. work on which will com- 
mence this month. We understand, however, 
that Dr. Edmunds will continue to make his 
home in Danville. On account of two very 
substantial gifts which have been made, the 
hospital will be known as the Annie Penn 
Memorial Hospital. There will be a nurses’ 
training school operated in connection with 
the institution. 

The Work cf the Rockefeller Foundation in 

1928. 

During 1928 the Rockefeller Foundation 
continued its regular program of activities 
consisting chiefly in (1) promoting the de- 
velopment of medical knowledge by aiding 
schools of medicine, nursing. and hygiene in 
many parts of the world; (2) advancing the 
‘ause of public health by helping governments 
fight certain diseases and strengthen their lo- 
‘al health services: and (3) carrying out an 
extensive fellowship program by which 800 
men and women were enabled to pursue addi- 
tional studies, chiefly in countries other than 
their own. In doing this work the Founda- 
tion disbursed from income and capital $21,- 
690.738, of which $12,000,000 constituted an 
endowment fund for the new China Medical 
Board, Incorporated. 

During the year plans were completed for 
a reorganization embodying as its main fea- 
tures the merging of the Rockefeller Founda- 
tion and the Laura Spelman Rockefeller Me- 
morial into a new corporation to be known as 
the Rockefeller Foundation, and the extension 
of the scope of the new Foundation’s activities 
to include work in the natural and social sci- 


ences and in the humanities. A China Medi- 
cal Board with independent self-perpetuating 
trustees to receive the lands and buildings of 
the Peking Union Medical College together 
with an endowment fund and annual appro- 
priations was also created. 

Two Local Societies Have Entertainments. 

Feeling that social features have a promi- 
nent place in the local society life, two socie- 
ties had entertainments as their closing meet- 
ings this vear. 

The Norfolk County Medical Society had its 
annual “get together” gathering in the nature 
of an informal buffet supper at the Norfolk 
Country Club, on May the 29th. It was a 
subscription affair for all members and local 
representatives of the Army, Navy and Public 
Health Services. 

The Roanoke Academy of Medicine had their 
closing meeting for the summer on June the 
14th, in the form of a picnic and Mrs, S. B. 
Cary and her committee of doctors’ wives had 
arranged an excellent picnic supper. There 
were yarious contests and plenty of entertain- 
ment, including bathing, and all members were 
told to bring their wives, or, if unmarried, 
some friend. 

Lt. James F. Terrell, M. C., U. S. Navy, 

Reported early in June for duty as medical 
officer of the Richmond, Va., recruiting 
trict. Dr. Terrell, who is an alumnus of the 
Medical College of Virginia, came here from 
duty on the U.S. S. Hannibal, which vessel 
had been conducting a survey of waters on the 
southern coast of Cuba. 

Rural Hospital Centers Nearing Completion 

Two of the six rural hospitals planned by 
the Commonwealth Fund of New York—those 
in Rutherford County, Tenn., and Farmville, 
Va.—are already in operation. The others, 
now being built in rural sections of Kentucky, 
Maine, Kansas, and Ohio, will be ready for 
use by November Ist. These hospitals are to 
be centers for coordinating all health activities 
in a single integrated plan, including modern 
institutional care of the sick, improvement in 
the standards of medical practice and nursing, 
and development of public health work in the 
district. 

Sedgwick Medal Award. 

The American Public Health Association 
announces that the first award of the Sedgwick 
Memorial Medal will be considered in 1929. 
This award was established in honor of the 
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late Professor William Thompson Sedgwick, 


a former President of the American Public. 


Health Association. The fund which provides 
the medal was raised by popular subscription 
from Professor Sedgwick’s former students 
and friends. It is to be awarded for dis- 
tinguished service in public health. 

Except for the fact that it is limited to the 
recognition of service in the field of public 
health there is no restriction as to the special 
line of service that will be considered. Ad- 
ministration, research, education, technical 
service and all other specialties in the public 
health profession will receive equal considera- 
tion. No limitations as to age, sex or residence 
have been fixed, though only candidates who 
are nationals of the countries in the American 
Public Health Association—at present, United 
States, Canada, Cuba and Mexico--are eligible. 


The committee in charge will not consider 
(lirect applications from candidates, nor will 
anonymous recommendations be considered. 
The committee reserves the right to refrain 
from making an award this year. Nominations 
should be addressed to the Secretary, Homer 
N. Calver, 370 Seventh Avenue, New York, 
N. Y., who will also supply necessary informa- 
tion for making nominations. 

United States Pharmacopoeial Convention. 

Call has been issued for the eleventh con- 
vention for the revision of the pharmacopoeia 
of the United States of America, and, in com- 
pliance with the provisions of the Constitu- 
tion and By-Laws of the Convention, its Presi- 
dent, Dr. Reid Hunt, invites the several bodies, 
entitled under the Constitution to representa- 
tion therein, to appoint delegates to the 
Eleventh Decennial Convention to meet in 
Washington, D. C., on May 13, 1930. 

Dr. Lyman F. Kebler, 1322 Park Road, N. 
W., Washington, D. C., is secretary of the 
United States Pharmacopoeial Convention of 
1930. 


Dr. John F. Woodward, Jr., 

Of Norfolk, Va., who graduated in medicine 
from the University of Virginia, last year, 
will begin a three years’ internship at the 
Manhattan Eye, Ear, Nose and Throat Hos- 
pital, New York, on October 1st, 1929. For 
the past year he has been serving an intern- 
ship at the Cincinnati General Hospital, 
Cincinnati, O. 


July, 


The Ennion G. Williams Preventorium for 

Teachers, 

Dedicatory exercises for this Preventorium 
for teachers of Virginia were held on Jrine 
in the MeIntire Amphitheatre at the 
University of Virginia. The Preventorium 
takes up an entire floor of the newest wing of 
the University Hospital and contains beds for 
twenty patients. It was built with funds pro- 
vided by the teachers of the State and was 
named after Dr. Ennion G. Williams, State 
Health Commissioner, who has done so much 
for preventive medicine in this State. 

Under the contract with the hospital, teach- 
ers are to be admitted upon certification by 
the executive secretary of the Virginia Edu- 
cation Association when they comply with ihe 
eligibility qualifications and they are to re- 
ceive all hospital advantages at a nominal cost. 
The physicians and surgeons at the hospital 
will give their services free of charge. 

Dr. J. S. DeJarnette, 

Superintendent of the Western State Hos- 
pital at Staunton, Va., was the principal 
speaker before the Petersburg, VYa.. Kiwanis 
Club, at their meeting on June the 25th. His 
talk was on “Sterilization.” 

Hoffmann-La Roche, Inc., 

Is the new name under which the former 
firm of Hoffmann-La Roche Chemical Works 
is now operating. They have recently moved 
into their new home at Nutley, N. J., and will 
be glad to have inquiries about their advertis- 
ing matter as it appears in the Monray and 
other journals addressed to their Scientific 
Department at Nutley. Their advertising 
policy will remain the same, the only change 
being a shortening of their name and a new 
home. We wish them continued success. 
Hampden-Sidney Alumni Officers. 

Dr. Wallace Blanton was recently elected 
president of the Richmond (Va.) Chapter of 
Hampden-Sidney Alumni for the ensuing 
year. Dr. Frank S. Johns is the newly elected 
treasurer of this chapter. 


The Gorgas Memorial Institute. 

At a meeting of the Board of Directors held 
in Washington on April the twenty-second, Dr. 
Franklin Martin, Chairman of the Board, re- 
viewed his visit to Panama on the occasion of 
the dedication of the Gorgas Memorial Labora- 
tory of Tropical Medicine. The Board of Di- 
rectors unanimously approved the action of its 
chairman in accepting the gift of the Gorgas 
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Memorial Laboratory and authorized a formal 
resolution of acceptance and thanks to be sent 
to the President of the Republic of Panama. 

Dr. Cary T. Grayson, President of the In- 
stitute. announced the gift to the Memorial of 
ten thousand copies of the biography of Dr. 
William Crawford Gorgas written by Dr. 
Franklin Martin, Chairman of the Board of 
Directors. This book is a very comprehensive 
and interesting study of the life of Dr. Gorgas, 
covering seventy-four pages. 

Dr. T. R. Rolston, 

Of the class of °29, Medical College of Vir- 
ginia, has located at New Hope. Va., for the 
general practice of medicine. Dr. Rolston’s 
former home was in Staunton. Va. 

Dr. L. R. Broome, 

Recently of Charlottesville, Va., announces 
his removal to Catawba Sanatorium, Va. 
Dr. William C. Holt, 

Of the class of 26, University of Virginia, 
Department of Medicine, after a service at 
Parkland Hospital, Dallas, Tex., is now as- 
sociated with Dr. Raworth Williams of that 
city, in the practice of urology. 

Dr. N. B. Jeter, 

After a year’s internship at City Memorial 
Hospital. Winston-Salem, N. C.. has located 
at Colony, Va. Dr. Jeter graduated from 
the Medical College of Virginia in 1928. 

New Superintendent at Memorial Hospital. 

Dr. J. L. McElroy following several months 
given to visiting medical centers of Europe 
has become superintendent of the hospitals of 
the Medical College of Virginia. Richmond. 
These are the Memorial, the Dooley, and the 
St. Philip hospitals. The Crippled Children’s 
Hospital is affiliated as the orthopedic depart- 
ment for white children. 

Mr. J. R. McCauley, who has been in charge 
of this work, is now full time secretary-treas- 
urer of the Medical College of Virginia. 


Doctors Officers of Council of Social Agen- 
cies. 

Dr. Greer Baughman was recently elected 
president of the Richmond (Va.) Council of 
Social Agencies; Dr. Garnett Nelson, first vice- 
president: and Dr. W. Brownley Foster a 
member of the executive committee. 


Dr. Robins Honored. 

When Dr. Charles R. Robins terminated his 
service as president of the Richmond (Va.) 
Rotary Club, the latter part of June, he was 


presented a set of twelve silver bread and but- 
ter plates and four silver candlesticks in token 
of the love and regard of his fellow Rotarians. 
Dr. L. E. Cockrell, 

Reedville, Va., suffered a dislocated shoulder 
in an auto accident the latter part of June. 
In swerving suddenly to avoid collision with 
another ear, his sedan skidded, struck an em- 
bankment and turned over several times. 
Other occupants of the car suffered slight in- 
juries, bruises and cuts. 

Johnston Willis Hospital Ex-Residents Meet. 

About fifty doctors from Virginia cities and 
other states attended the annual meeting of 
ex-residents of the Johnston Willis Hospital, 
in Richmond, Va., June the 19th. On this oc- 
casion, papers were presented by Dr. S, B. 
Cary, Roanoke, Va., Dr. Wm. B. McCutchen, 
Durham, N. C., and Dr. Gerald Parker, New 
York City. The guest of honor and principal 
speaker was Dr. Edwin P. Lehman, of the 
University of Virginia. The visitors were en- 
tertained at luncheon and supper by the hos- 
pital staff. Election of officers for the ensuing 
year resulted as follows: President, Dr. J. D. 
Willis, Roanoke, Va.; vice-president, Dr. 
Clarence Campbell, Sparta, Va., and secretary- 
treasurer, Dr. Frank Johns (re-elected), Rich- 
mond. 

Virginia Doctors Go To Military Camps. 

The following Virginia doctors are among 
the officers who have been ordered by the War 
Department to Carlisle Barracks, Pa., for ac- 
tive duty for fourteen days. effective July 
the 7th: Dr. J. N. Barney, Fredericksburg: 
Drs. G. A. Ezekiel and Wm. R. Weisiger, Rich- 
mond; Dr. C. P. Obenschain, Staunton; Dr. 
G. A. L. Kolmer, Salem; and Dr. H. W. Pot- 
ter, Newport News. 

Dr. Wilbur M. Bowman, 

Petersburg, Va., has been elected master of 
finance of the Naomi Lodge No. 30, Knights 
of Pythias of that city. 

Virginia Doctor Made Director of American 

Society for Control of Cancer. 

Dr. J. Shelton Horsley, Richmond, for some 
years chairman of the Virginia Division of 
the American Society for the Control of Can- 
cer, has recently been elected a Director of 
the American Society for the Control of Can- 
cer. 

Dr. Joseph L. Miller, 

Thomas, W. Va., recently returned to his 

home after a western trip, during which time 


ly, 

or 

im 

ne 

he 

im 

of 

or 

O- 

as 

te 

‘h 

h- 

Vv 

ie 

ul 

il 

= 

= 


280 VIRGINIA MEDICAL MONTHLY 


he delivered several lectures and also visited 
friends in Omaha, Nebr. He delivered the 
two Mayo Foundation lectures in medical his- 
tory given in the Spring of each year and later 
by invitation also addressed the medical so- 
ciety in Kansas City, Mo., on the subject of 
the value and interest to a general medical 
library (such as they have in that city) of a 
collection of the classics and interesting books 
in medicine handed down from the past. 

Dr. L. L. Williams Ordered to India. 

Dr. L. L. Williams, Jr., of the U. S. Pub- 
lic Health Service, who has for the past six 
years been detailed to Virginia in charge of 
malaria control work, has been ordered to 
India for a period of six months. In that coun- 
try, he will be engaged in a survey of those 
sections of the lower country where mosquitoes 
are most prevalent, and will also make an in- 
vestigation of other insect pests there. 


English Policemen Organize Boys’ Clubs. 
In an effort to keep boys out of harmful 

mischief certain members of the local police 
forces of three English towns have voluntarily 
organized and financed boys’ clubs. So great 
has been the success of this plan that a marked 
decrease in juvenile delinquency has already 
been reported in these towns. 

Notice of Examination for Entrance into the 
Regular Corps of the United States Pub- 
lic Health. Service. 

Examination of candidates for commission 
as Assistant Surgeon in the Regular Corps of 
the U. S. Public Health Service will be held 
at the following-named places on the dates 
specified : 

At Washington, D. C., September 9, 1929. 

At Chicago, Ill., September 9, 1929. 

At New Orleans La., September 9, 1929. 

At San Francisco, Cal., September 9, 1929. 

Candidates must be twenty-three years and 
not over thirty-two years of age. They must 
have been graduated in medicine at a reputable 
medical college, and have had one year’s hos- 
pital experience or two years’ professional prac- 
_tice. They must satisfactorily pass oral, writ- 
ten, and clinical tests before a board of medi- 
cal officers, and undergo a thorough physical 
examination. 

Successful candidates will be recommended 
for appointment by the President, with the 
advice and consent of the Senate. 

Request for information or permission to 
take this examination should be addressed to 
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the Surgeon General, U. S. Public Health 
Service, Washington, D. C. 
Lincoln School for Nurses. 

Exercises dedicating the new building of 
the Lincoln School for Nurses in New York 
City “for the advancement and progress of 
scientific medicine among the colored race.” 
took place on the 19th of June. 

A representative of the board of managers 
outlined the new policy of training Negro 
women for executive positions in the public 
health and nursing fields, which will follow the 
opening of the new structure. The structure 
is ten stories in height, and this is the first 
school building of its kind being fully equipped 
with the latest scientific devices. 


World Conference for Crippled Children. 

A world conference of workers for crippled 
children, to be attended by public officials, 
scientific men and social workers, will be held 
at Geneva, Switzerland, July 28th to August 
2nd, according to Edgar F. Allen, of Elyria, 
O., president of the International Society for 
Crippled Children. 

Every European country which has given 
thought to helping its crippled children will 
be represented on the Confernce program, and 
delegates from all parts of North and South 
America and far eastern countries are expected 
to attend. Every important phase of the 
crippled children’s problem will be thoroughly 
discussed by experts from all countries repre- 
sented. 

Further information may be obtained from 
Mr. Harry H. Howett, Executive Secretary, 
Elyria, O. 

Dr. J. Shelton Horsley, 

Richmond, Va., delivered the oration in surg- 
ery before the seventy-ninth annual meeting 
of the Illinois State Medical Society, at Peoria, 
Ill., May 22, 1929. The Society had a good 
meeting, with a large attendance. 

The Trudeau Medal, 

Named in honor of Dr. Edward L. Trudeau, 
the great physician who established at Saranac 
Lake the first laboratory in this country de- 
voted to the study of tuberculosis, was awarded 
to Dr. Eugene L. Opie, a native Virginian, at 
the twenty-fifth annual meeting of the National 
Tuberculosis Association recently held at 
Atlantic City. Dr. Opie, who now resides in 
Philadelphia, is an authority on tuberculosis 
in childhood. 
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Wanted. 


A physician for a rural practice in Northern 
Virginia, fifty miles from Washington, D. C., 
in a rich, high, beautiful section with good 
schools, churches, excellent people and some 
bad roads. Collections 80 to 95 per cent—ex- 
cellent territory, with good income, Please 
give the following information in your first 
letter : 

Age; married or single; number of children, 
with ages; where born; where educated; when 
and where graduated in medicine; internship, 
if any, when and where; religion of self and 
wife; membership in fraternities, clubs, lodges, 


_ ete; ‘do you hold a license in Virginia? 


Address, Box 222, Warrenton, Va. (Adv.) 


For Sale Reasonably— 

One Castle gasoline Sterilizer Unit, consist- 
ing of 17 -inch_ instrument and dressing and a 
2 gallon Water Sterilizer; also a 14- inch Elec- 
tric Instrument Sterilizer. Inquiries should be 


sent to No. 179, care Virnernta Mepican 
Montuiy. (Adv.) 
Wanted— 


An intern at the Petersburg Hospital for a 
period of twelve months, Salary $75.00 per 
month and maintenance. Address: Superin- 
tendent, Petersburg Hospital, Petersburg, Va. 
(Adv.) 


Obituary Record 


Dr. R. Lester Hudgins, 

Farmville, Va., died at a Richomnd hospital, 
July 2nd, after having been in ill health for 
some months. Dr. Hudgins was fifty years of 
age and graduated in medicine from the former 
University College of Medicine, Richmond, in 
1906, after which he interned at the Richmond 
City Home. Several years ago he took up 
special work in New York. He had been a 
member of the Medical Society of Virginia 
since shortly after graduation and was also 
identified with several other societies. He is 
survived by his wife and two daughters. 

Dr. George Armistead Noland, 

Ashburn, Va., died suddenly June the 10th, 
at the age of fifty-one years. He graduated 
from the College of Physicians and Sur- 
geons, Baltimore, in 1909. Dr. Noland was a 
member of the Medical Society of Virginia, 
Phi Beta Pi Medical Fraternity, Masonic Or- 


der, the Loudoun County Medical Society, Fel- 
low of the American Medical Association, a life 
member of the American Medical Association 
of Vienna, Austria, and also a member of the 
University Club, Washington, D. C. His wife 
survives him. 


Dr. Samuel Hayes Conner, 

A graduate from the University of Virginia, 
Department of Medicine in 1926, died at the 
Blue Ridge Sanatorium, June 11th. Dr. Con- 
ner served as assistant pathologist at the Uni- 
versity of Virginia during 1926-27 and became 
a member of the Blue Ridge Sanatorium staff 
in 1927. He was transferred to the Piedmont 
Sanatorium, at Burkeville, and returned to 
Blue Ridge last year as a patient. 


Achile Murat Willis. 


The following resolutions on the death of 
Dr. Willis were adopted at a meeting of the 
Richmond Academy of Medicine held on April 
9, 1929: 


Measured by the mere number of his days his 
life was brief. On the tenth of December, 1878, at 
Ben Lomond, Ala., he was born, and in Richmond, 
on the third day of January, 1929, his earthly ac- 
tivity was concluded. Yet in that short career of 
a little more than fifty years was compressed a life 
by no means brief when measured by the boundless 
energy which enabled him to render such splendid 
service in so many fields of usefulness to his fellow- 
man. 


His inheritance, paternal and maternal, was sub- 
stantial. Although his father, Byrd Charles Willis, 
was born in Florida, through him descent went back 
straight to Francis Willis, a pioneer land-holder in 
York County, Virginia, in 1642. And the blood of 
the mother, Leila Mann, gave him relationship like- 
wise to many of the oldest families of this ancient 
Commonwealth. In spite of the birth of Dr. Willis 
in a far-Southern State, his blood was all Virginian, 
and spiritually he could not have been at home 
elsewhere than in the Commonwealth of Virginia, 
the history of which his own people had been so 
potent in making luminous. It is not strange, there- 
fore, that in early boyhood he yielded to the yearn- 
ing to identify himself with the home of his own 
people. He came to Orange County, and at “Wood 
Park” his formative years were spent. In the coun- 
try schools his earliest education was acquired, and 
his formal academic tutelage was concluded at the 
Woodberry Forest School. Before entering upon his 
professional training he came to Richmond and for 
a brief period engaged in life insurance work. 


But even in boyhood he had determined upon a 
medical career, and in keeping with that ambition 
he matriculated in the University College of Medi- 
cine. After two years, however, he entered an ad- 
vanced class in the Medical College of Virginia, 
from which he was graduated a doctor of medicine 
in 1904. His energy, the alertness of his mind, and 
his seriousness of purpose attracted the favorable 
attention of his teachers. He won an appointment 
<s intern in Memorial Hospital, and in that capacity 
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he came more closely under the observant eye of 
Dr. George Ben Johnston. As an evidence of the 
latent possibilities seen in the young intern by that 
eminent surgeon, Murat Willis was invited into pro- 
fessional association with Dr. Johnston and they or- 
ganized in Richmond, in 1909, the Johnston-Willis 
Sanatorium, a private hospital, general in the scope 
of its work. That association, so fruitful alike to 
themselves and to the high art of medicine in this 
locality, lasted until disrupted by the death of Dr. 
Johnston in 1916. It would be difficult to think of 
personalities more unlike than the personalities of 
those two men, but in their joint determination to 
do surgery of such a quality as to give their hos- 
pital high standing and to help in making Richmond 
a medical center, there was concordant action, and 
of the degree of success attending their efforts the 
pages of medical literature speak in approving fash- 
ion. The torch of science in passing from the fall- 
ing hands of Johnston into the highly trained fingers 
of Willis never for a moment flickered or grew dim. 
The master had trained well his eager pupil. Out 
of that association came in later years the organi- 
zation of the George Ben Johnston Memorial Hos- 
pital, at Abingdon, the Park View Hospital, at Rocky 
Mount, in North Carolina, and still more recently 
the Community Hospital, at Nassawadox, in Vir- 
ginia. Through the beneficent activities of these 
four institutions, so widely separated, the organizing 
genius and the operating skill of these two masters 
in the art of healing continue to make hallowed 
and immortal their professional lives. 


In the earliest days of his surgical career Dr. 
Willis began to teach others even while still teach- 
ing himself. For some time prior to his death he 
had occupied the Chair of Surgery in the Medical 
College of Virginia. But even before the assump- 
tion of the professorial role he had done excellent 
teaching in the more minor positions. He made no 
effort to impress his students by the assumption of 
courtly professorial dignity. His gifts as a teacher 
were adequate to win the respect and to hold the 
admiration of his pupils. He was possessed, per- 
haps without realizing it keenly himself, of genuine 
didactic gifts. He could impart his knowledge, and 
he could make his students eager to know what he 
himself knew. His enthusiasm in his work knew 
no bounds; he was affable, approachable, inspiring, 
and in him the medical student always had a sympa- 
thetic friend as well as an arousing instructor. Dr. 
Willis’ interest in the career of his students did 
not end with their graduation; he continued to en- 
courage them to do conscientious work, to attend 
medical meetings, and to record and to report their 
experiences. He guided many a young medical man 
into some specialty and the catholicity of his own 
interest in all the branches of medicine inspired 
many a plodding practitioner into unconscious emu- 
lation. 

But his teaching was not limited to the instruc- 
tion of undergraduates. He made substantial con- 
tributions to a better understanding of appendicitis, 
diseases of the gall-bladder, upper gastro-intestinal 
ulcers, and burns. For the past twenty years he 
had been making genuine additions to surgical litera- 
ture, and through such a medium he became an in- 
structor to all surgeons. 

Dr. Willis retained the innate curiosity of the 
child. His mind ranged and roamed throughout the 
universe. But he was probably not philosophically 
inclined. He was without interest in theories un- 
less they offered practical explanation of problems 
that concerned him. He did not write essays. He 
probably engaged little in speculation and rarely 
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indulged in contemplation. His interest was ex. 
ceedingly practical, yet the sweep and the depth 
of his interest were enormous. He could have said 
with the ancient that whatever was human was of 
concern to him. He liked folks. He was interested 
in all types of people. He was concerned about 
their problems. Much of the store of his boundless 
information was gathered by him through conver- 
sation with all kinds of people about all sorts of 
matters. He was genial, and kindly, and compan- 
ionable, and sympathetic, and generous, and charit- 
able. He gave freely, yet quietly and unostenta- 
tiously of his substance and of his skill and of 
himself to mankind. He loved all children, and 
thorough comradeship arose between him and them 
whenever they met. His body was sound and his 
spirit wholesome. He did not have to do with un- 
cleanness, dissipation, or ugliness. What seemed 
not to be infrequently impulsiveness and impetuosity 
in him were only the perfect responses of a mind 
scintillating with a degree of alertness and quickness 
that constantly astounded his most intimate friends. 
He thought and acted with a promptness possible 
for few. Such a personality made him a natural 
leader. While others might be wondering what 
course to pursue he had already decided. His friends 
relied upon the soundness of his judgment and his 
loyalty to them knew no abatement. In whatever 
group he appeared his qualities of leadership were 
instantly felt. 

But no professional success, no promotion, none 
of the plaudits of his fellowman brought to him such 
comfort and satisfaction as the serenity of his own 
home. He was married in 1914 to Miss Emma Gold 
Hutcheson, of Rockbridge County, Va. Three chil- 
dren came to bless this union, and to make his home 
life ideal. Nothing but his professional duties could 
lure him away from his home. He was a devoted 
and considerate husband, and the playmate and 
comrade of his children. He experienced infinite 
satisfaction in entertaining his friends in his home 
and he was a delightful host. 

His passing into the great beyond brings to a 
close a career of great brilliance and usefulness. 

Respectfully submitted, 
A. L. Gray, 
B. R. TucKER, 
CARRINGTON WILLIAMS, 
E. G. WILLIAMs, 
J. K. Hatt, 
Committee. 


Dr. John Alexander Witherspoon, 

A former president of the American Medi- 
cal Association, died at his home in Nash- 
ville, Tenn., April 28th, at the age of sixty- 
four years. He had been ill for about two 
months. Dr. Witherspoon was professor of 
clinical medicine at Vanderbilt University 
Medical School. 


Dr. Charles E. de M. Sajous, 

Well known author and teacher, of Phila- 
delphia, Pa., died April the 27th. He was 
seventy-six years of age and emeritus profes- 
sor of materia medica, therapeutics and 
pharmacology at Temple University School 
of Medicine, Philadelphia, and professor of 
applied endocrinology, graduate school of 
medicine of the University of Pennsylvania. 
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